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[AFTER some introductory remarks Professor Wardrop 
Griffith proceeded :| 

To me there has always been something peculiarly 
fascinating about the anatomy, physiology, and diseases 
of the circulatory system. I have always been greatly 
impressed by the beauty of the central organ with its 
marvellous adaptation of structure to function; by its 
ontogenetic and phylogenetic development; by its mal- 
formations, and here the interest has been increased by an 
attempt to discriminate between those which are primary 
and those which are secondary or adaptive; and, finally, by 
its diseases, with their immediate symptoms and with 
the resulting disabilities which they impose upon the 
system—disabilities which are sometimes so wonderfully 
surmounted by varying combinations of dilatation and 
hypertrophy.that they are made compatible with a long 
and-useful life. 

When I became familiar with. the work of Dr. James 
Mackenzie, and when I began to appreciate the influence 
which it was destined to exercise upon our conceptions of 
diseases of the heart, I became his willing prisoner, and I 
have endeavoured to follow in his footsteps, and in my 
small way to contribute to the gathering of that harvest 
which his pioneer work has put within our grasp, and of 
which I believe we are very far from the last sheaf of 
even the first crop. The study of diseases of the heart by 
the graphic method in which he has enabled us all to 
share has -illuminated some of the darkest corners of 
cardiac symptomatology, especially in regard to the 
rhythm of the heart. It has enabled us in some measure 
to discriminate between those forms of irregularity which 
may be discounted as of little or no importance and those 
which are serious and menacing, and already it has in 
many cases proved a valuable guide in treatment. 

I am confident that no one can take up this work 
seriously without falling under its fascination or without 
encountering some phenomena which require a fuller and 
more convincing explanation than any which are at present 
available; and it is the knowledge of this that has 
emboldened me—one of the rank and file in the army of 
investigators in this field—to ask you to consider with me 
this afternoon some of the. results which have been 
obtained by the use of this method. 

In doing this IL wish it to be clearly understood that 
most of what I have to say deals with the work of others, 
though here and there I may touch upon some isolated 
observation which is either new or has not been fully 
explained and which may prove of interest. , 

The fact that Dr. James Mackenzie is on the staff of the 
London Hospital, and has therefore made it the Mecca of 
cardiac investigation, might in the opinion of sume have 
deterred a much more able man than myself from ventur- 
ing to deal with the graphic investigation of cardiac 
disease within its walls; but those who marvel at my 
temerity must have failed to grasp the true generosity of 


the character of Dr. Mackenzie, who does all he can to |- 


encourage others to gather where he has sown, and who is 
the last man who might be expected to say, “Iam Sir 
Oracle, and when I open my lips let no dog bark.” It was 
not, indeed, until I had been peremptorily directed by Dr. 
Mackenzie to do so that I ventured to accede to your 
gratifying invitation, and his presence with us this after- 
_noon is at once an honour and an embarrassment to me. 


The conclusions. which have. been drawn from the’ 


characters of the venous pulse as to the action and rhythm 
of the heart have been in large part confirmed by the use 
of the electro-cardiograph, which has been brought to its 
present state of efficiency by Professor Einthoven. It isa 
source of pride to all who are interested in the history of 
British medicine to be able to point to the wonderful work 
which has been accomplished by Dr. Thomas. Lewis in 
this connexion. One cannot but-feel with him that the 
Cc 





accuracy of this method must in time cause i: to be the 
final court of appeal in regard to all problems dculing with 
the rhythm of the heart. : 

The work which I have to bring before you springs 
entirely from the investigation of the venous pulse, for as 
yet I have had no opportunity of doing any work with the 
electro-cardiograph. -Some of the problems which I shall 
touch upon, and which in my opinion are not as yet settled, 
may indeed be capable of solution by the newer method, 
but I shall not allow this to deter me from mentioning my 
difficulties, for I know that for most of us electro-cardio- 
graphic work is in the future, and that’ even those who are 
as expert as Dr. Lewis is in this kind of work experience 
certain difficulties in the interpretation of some of the 
results obtained. 


EssENTIAL FEATURES OF THE JUGULAR PULSE. 

At the risk of being considered guilty of dealing with 
facts which are too elementary, I must, for the sake of 
clearness, briefly refer to the essentials of the study of 
cardiac action by the examination of the venous pulse. 
It is now well known that the stimulus for the contraction 
of the heart begins normally at the junction of the superior 
vena cava with the auricle where the sino-auricular node 
of Keith and Flack is situated. Here it is believed that 
stimulus material is constantly being built up.. When 
this reaches the explosive point it causes the contraction 
of the immediately adjacent portion of the cardiac muscle, 
and in doing so it expends itself completely, so that the 
region is left bankrupt and is called upon again to resume 
its task of building up stimulus material. Now, it is clear 
that what one may term the “ flash-point” of this stimulus 
material will depend on two factors, both of which are 
liable to variation, and these are the rapidity with which 
the material is formed and the irritability of the cardiac 
muscle at the time. The contraction so initiated spreads 
with great rapidity all over the auricular musculatuze, is 
is seen in the systole of the upper chambers of the heart. 
The stimulus then passes along the auriculo-ventricular 
bundle of His, the course-of which is now thoroughly 
wel known, to the ventricles of the heart, over which the 
contraction spreads with considerable but with measure- 
able rapidity. It is 
believed that this con- 
traction begins at what 
Dr. Keith calls the 
auricular base, and ter- 
minates, after sweeping 
by. the apex, at the 
conus or arterial base of 
each ventricle. 

The lower part of this 
slide (Fig. 1) shows a 
simultaneous tracing of 
the radial pulse and of 
the pulse at the root of 
the neck taken from the 
jugular bulb—a part of 
the venous system 
which is not separated 
from the interior of the 
right auricle by any 
valves, and in which, 
therefore, the  varia- 
tions -of pressure will 
correspond closely with 
; those in the auricle. 

Let us consider the causation of the various waves 
which are usually seen in the pulse thus taken from the 
jugular vein. When the auricle enters into its short, 
sharp contraction it either sends back a wave into the 
jugular vein or it arresis the onward flow of blood so 
abruptly that a pressure rise is registered. This is called 





Fig. 1. 


- the wave “a,” and its beginning is taken to indicate the 


onset of the auricular contraction. The pressure now 
rapidly falls from the summit of this wave to the lowest 
point on the tracing. The-cause of this fall is threefold: 
first, the cessation of the auricular contraction; secondly, 
the general diminution in size of the heart which results 
from the contraction of the ventricles; and thirdly, and 
most importantly as Dr. Keith has pointed out, the action 
of the ventricular musculature in pulling down the 
auriculo-ventricular junction and so expanding tlic cavity 
~ [2702] 
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cf the auricles.as one might expand a concertina by 
pulling on one of the ends. During this contraction of 
‘ the ventricles, however, and-at an early stage of thi, 
though not until the pre-sphygmic phase has been passed, 
' the semilunar valycs are burst opon and a wave of 
' increased pressure passes along the arterial system. 
This wave reaches the carotid and subclavian arteries 
about one-tenth of a second before it reaches the radial, 
' and most tracings from the jugular pulse present a rise, 
spoken of as the “c”’ wave, which in many cases measure- 
ment shows to correspond exactly with the time of the 
pulse in these two arteries of the neck. In many cases 
it doubtless owes its origin to the transmission of an 
_ impulse from the adjacent arteries, though in some 
~ instances in which it distinctly precedes this event—and 
there are many such—it must have another explanation. 
The length of time between the commencement of the 
auricular wave and the appearance of the “c” wave 
’ (when this can be credited to arterial impulse) is known 
as the a-c interval, and may be used as an indication, 
though not an exact measure, of the time which separates 
' the beginning of the auricular and ventricular systoles. 
Now, the degree to which the ventricular part of the 
heart is capable of shortening in the line between the 
’ auricular base and the apex is limited, and, moreover, as 
the systole proceeds the wave of contraction passes from 
this line to that between the apex and the arterial base, 
so that the expanding effect of the ventricular contraction 
- on the auricular partof the heart soon comes to an end, 
‘ atd the onflowing blood finds an increasing difficulty in 
entcring the auricle; this leads toa fullness of the jugular, 
which is registered by the tambour, and the wave on the 
tracing due to this is called the ventricular wave. The 
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Fig. 2. 


summit of this wave, or, if one likes to express it otherwise, 
te point where it begins to fall, indicates the opening of 
the tricuspid valve, and corresponds approximately to the 
bottom of the aortic notch in the radial pulse. It is, 
of course, well known that the semilunar valves close 
shortly before the ventricles have ceased to contract; they 
_. do_so necessarily as soon as the pressure in the ventricles, 
which though still in systole are not now contracting so 
strongly as they were, falls below that in the aorta and 
pulmonary. arteries. : This closure of the aortic valves is 
associated with a second wave of augmented arterial 
pressure, which spreads to the periphery of the arterial 
system and reaches ‘the radial in about one-tenth of a 
second. As the pressure in the auricles is much lower 
than that in the arteries, it is not until the ventricle has 
begun its true period of diastole that the tricuspid valve 
_ opens, and as a consequence there is a second and marked 

fall of the pressure in the jugular pulse. As the fall in the 
ventricular waye.corresponds in time with the opening of 
_ the tricuspid valve, it is natural that it should correspond 
approximately, as we have scen it does, with the bottom 
of the aortic notch in the radial pulse, for at this distance 
from the heart the aortic notch does not appear till some 
time after the.closure of the semilunars. From the point 
. of tiwe corresponding to the bottom of the “v” wave 
. until the next contraction of the auricle the tracing from 
the jugular vein shows either a line which is horizontal or 
. Which slopes upwards to the beginning of the following 
“a” waye. 

Very often this line shows small waves occasioned by 
. stvis. Oecupying this part of the phlebogram, Hirsch- 
fclder and A. G. Gibson, of Oxford, have described a wave ° 
. well defined and following the ventricular wave at a fairly 
uniform distance (H in Fig. 1).. Its probable explanation 
_ is that in certain conditions. of relative auricular’ and 
ventricular pressure there is at the moment of opening of 
the auriculo-ventricular valves such a rush of blood 


from the upper chambers into the lower that the valves 
are temporarily brought together and: momentarily retard 


that this wave is much commoner than it was supposed to 
be when attention was first called to it. 

I have little doubt-that the explanation which Gibson 
has given of. the post-ventricular wave is the correct one. 
If it were not that the contraction of the ventricle 
normally follows that of the auricle at such a short 
interval, it would probably be found that the auricular 
wave would usually be followed by a wave due to the 
same cause—that is to say, to the momentary closure of 
the tricuspid valves at the end of the inrush of blood from 
the auricle; but the ventricular contraction begins before 
that of the auricle has ceased, and as its first effect is to 
‘expand-the auricle this will prevent the appearance of a 
wave having this explanation. In cases where the con- 
ductivity ‘is impaired, and where in consequence the 
ventricle does not contract for some time after the auricle, 
such a post-auricular wave is commonly seen (Fig. 2), and 
in cases where the ventricle fails to act at all in response 
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to one or more auricular stimuli the same thing is well 
seen (Fig. 3, b'). . 

It is important to notice that the time between the fall 
of the ventricular wave and the following “a” wave is 
the most variable phase of the whole venous cycle. With 
a frequently acting heart the “a” wave will follow so 
closely on the ventricular of the preceding cycle that the 
fall of the latter is hardly to be seen, and in som: cases 
the two waves may be fused. When, on the other hand, 
the heart is acting less frequently, the length of time 
between the ventricular wave and the auricular wave of 
the following cycle is increased out of all proportion tc 
any slight lengthening which may occur in the rest of the 
cycie, and it is in those cases especially that the stasis 
waves are most likely to be seen, or in which the wave of 
Gibson can be recognized as such. 

The tracing which I now show on the screen (Fig. 4) is 
takea from a healthy man of some 60 years of age. It 
shows the three waves to which I have referred—namely, 
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the auricular, the carotid, and the ventricular. The summit 
of the last is seen strictly to correspond with the bottom 
of the aortic notch in the radial tracing. The line of the 
tracing from the fall of the ventricular wave to the onset 
of the following auricular wave rises more abruptly in the 
case of every fourth cycle, which makes it probable that 
this depends on the slight rise of pressure in the right side 
of the heart which occurs during the act of expiration. 
The key which I have placed below as well as the tracing 
itself shows that the a-c interval is normal. 


DELAY IN THE FALL OF THE VENTRICULAR WAVE. 
We have seen that the post-sphygmic period is the 
measure of time between the closure of the semilunat 
valves and the opening of the auriculo-ventricular valves. 
The latter event is indicated: by the summit of the ven- 
tricular wave, which usually corresponds with the bottom 





- the passage of bloodfrom auricle to ventricle. It is certain 





of the aortic notch in-the radial pulse; for; although this 
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chronicles an earlier event, its. appearance is delayed for 
about the tenth of a second, owing to the distance of the 
radial artery from the semilunar valves. 

It is not the case that the summit of the ventricular 
wave always coincides exactly with the. aortic notch of 
the radial; sometimes it precedes it or follows it by a 
minute fraction of a second. Ican well conceive that this 
may be due to the varying amount of blood in the right 
auricle and the pressure under which it is at the moment 
of the beginning of the ventricular diastole. Clearly, also, 
it must depend upon the length of the post-sphygmic 
. interval. I do not know of any observations which show 
that this period varies either in animals of different 
species, or under physiological conditions in the human 
subject, or whether it is lengthened, as one might expect, 


when the heart is hypertrophied or shortened when it is. 


dilated or influenced by toxaemia. In the affection which 
is known as myotonia congenita, or more familiarly as 
Thomsen’s disease, the essential symptom is that the 
voluntary muscles relax very slowly after they have heen 
thrown into action. This is most marked after periods of 
rest, and it passes off after the same movement has 
been carried out several times. The special myotonic 
phenomenon is manifested in'a greater number of the 
voluntary muscles than is usually supposed. Thus it is 
stated by some, and without any qualification, that the 
interossei of the hands escape, but in two cases which 
have been under my otsorvation they were quite 
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definitely affected, and the same is true of the levator 
palpebrae superioris. It is rather interesting to note that 
tracings taken in the two cases referred to show that the 
suramit of the ventricular wave corresponds with a point 
on the radial tracing distinctly later than the bottom of 
the aortic notch (Fig. 5). If the ventricular muscle relaxes 
more slowly than ustal, one would expect this to be the 
case, but I fully admit that the evidence afforded by the 
tracings is not strong enough to do more than raise the 
question. 


DIRECTION OF THE WAVE OF CONTRACTION OVER THE 
VENTRICULAR MUSCULATURE. , 

The passage of the wave of contraction over the 
ventricular musculature in a definite direction has already 
beer referred to. This has been proved experimentally by 
Gotch and by others, and the experimental and clinical 
work of Lewis has confirmed these observations. I well 
remember how, in a discussion‘on a communication pre- 
sented by Dr. Hobhouse, of Brighton, at the Dublin 
meeting of the Society of Physicians in 1909, on the 
existence of a sphincter at the mitral orifice, Dr. Harry 
Campbell raised a similar question with reference to the 
aortic aperture. He said: 

Is it possible to believe that the aortic valves can sustain the 
diastolic pressure of the blood amounting on an average to 
about 100 mm. of mercury throughout a long life if not aided in 
some way ? 

And again, more strikingly, he asked this question: 


Suppose it were possible to cut a window in the ascending 
. sorta and mend it, or glaze it as it were, with material of the 
same strength as the aortic valve; can we conceive that it 
' — make any effective resistance to the pressure of the 


which, however, ii this*caso would be’ both the systolic 
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and the diastolic pressure. Thé éxplanation he advanced 
was that probably a ring of ventricular muscle imme- 
diately below the aortic valves remains contracted during 
the earlier part of the diastole, and does not begin to relax 
until the intraventricular pressure has become sufficiently 
high to afford the valves substantial support. Professor 
Thayer, who was present, quoted in confirmation of this 
view the researches of Stewart, which showed that the 
muscle of the aortic conus entered into contraction later, 
and remained contracted longer, than any other part of 
the ventricle. 

In this connexion a case which was under my care for 
some two years may prove of interest. A lad of about 
10 years of age, who had been operated upon for empyema 
some five years previously, with apparently a perfectly 
satisfactory result, came under my care with symptoms of 
cardiac disease. There was great enlargement of the 
heart, and the signs, into which I need not enter, Jed us to 
diagnose adherent pericardium with mediastinitis. The 
maximum impulse of the heart, which was very forcible, 
proved on careful comparison with the radial pulse to be 
diastolic in time. The tracing which 1 throw on the 
screen* compares the radial pulse with the cardiac 
impulse, as made out in the fourth space and in the second 
space respectively. That the maximum impulse is 
diastolic is obvious, and careful measurement. with the 
radial pulse in each case will show that the diastolic 
rebound occurs a little later in the tracing taken.over the 
region of tho conus than in that taken over the body of 
ventricle.. Perhaps this is more strikingly shown in the 





next slide (Fig. 6), in which it is seen that the diastolic 
recoil, indicated by the ascent of the lever, occurs a little 
later at the region of the conus than nearer the apex. In 
other words, the conus is the last part of the heart to 
relax. This appears to me to be in harmony with the 
findings. of the experimental observers and with the 
conjectures of Dr. Harry Campbell. ; 
Incidentally, 1 may say that as the patient was mani- 
festly losing ground and as the heart seemed to be 
exhausting itself, not only in doing its legitimate work of | 
driving the blood along, but in drawing in the‘chest wall 
at every systole, I got my colleague, Mr. Littlewood, to 
remove the portion of the chest wall shown in the 
diagram,* a proceeding which was attended with un- 
questionable benefit, which, however, was only temporary. 


ADDITIONAL CONSIDERATIONS ON THE WAVE OF Hirscu- 
FELDER AND A. G. Grson. 

I have referred to the post-ventricular wave which has 
been described by Hirschfelder and A. G. Gibson. A good 
specimen of it is seen on the screen where the rhythm of 
the heart is normal—auricular, carotid, and ventricular 
Waves occurring in normal sequence (Fig. 7). It may 
also occur in. cases where the auricle has passed into a 
condition of fibrillation, as the next slide shows (Fig. 8). 
Here the “ H” wave bears a superficial resemblance to an 
auricular wave, but its true nature is shown by the vary- 
ing distance which separates it from the wave which is 
associated with the following systole, while its relation to 
the preceding systole is constant. =~ 

Dr. Davenport Windle has pointed out that this wave 
may be misleading in two ways.’ When the heart is acting 





* Where an asterisk, appears-it. indicates that the lantern slides 
kis ure! eeented By figures in this paper. . 
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infrequently it may fall exactly midway between- two 
auricular waves and give rise to the impression that we 
have to deal«with a case of partial heart-block in which 
every second impulse from the auricle. is blocked; and 
when the heart'is beating rather more frequently the wave 
may obscure the beginning of the following auricular 
wave and simulatea lengthening of the a-c interval. 

A knowledge of this wave in connexion with certain 
auscultatory signs is of impcrtance, and in some cases may 
guard against error. There are many -conditions which 
may give rise-to the presence of three sounds at the apex 
of the heart. Doubling of the first-sound will cause this; 
so will doubling of the second, due to a lack of synchronous 
closure of the ‘aortic and pulmonary valves, but in this 
case the sign will not be confined to the apex, but will be 
more distinct at the base, where alone it may be made 








Flo Cutline tata ti ian an ee ee Se S| ee ee 
. 


MAYUMI 
Sane ( iat es 


: 4 





I [ 
\ \ 
| | 


Fig. 7. 








LL 





out. Avery short presystolic bruit or a short mitral 
diastolic may impart a treble rhythm to the sounds as 
heard at the apex. Whenever we make out a treble 
rhythm at the apex which is due to the existence of a 
double diastolic sound, and when we can satisfy ourselves 
that this double diastolic sound is not due merely to the 
transmission of a true doubling of the second sound from 
the base, we must entertain the possibility of there being 
narrowing of the mitral valve. This has been emphasized 
by Graham Steell in his valuable contributions on the 
signs of mitral stenosis, though he mentions having met 
with the double diastolic sound at the apex in cases of 
cardiac failure without valvular changes. It is therefore 
important to know that sometimes when the heart is per- 
fectly normal a third sound can be made out at the apex, 
which is believed by Gibson and others to be due to that 
second closure of the tricuspid valve which is regarded by 
him as the cause of the wave which bears his name. This 
sound may be contributed to by a similar closure of the 
mitral valve of which the tracing gives no indica- 
tion. I am convinced that this view is correct. 
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The existence’ of a well-marked third sound at the 
apex in the patient with the regular rhythm whose 
tracing I have shown you led me to anticipate the 
occurrence of the extra wave in his jugular. The next 
slide (Fig. 9) shows the same wave associated with a 
well-marked third sound, which was confirmed in the 
ears of several witnesses. The patient was a little girl 
with albuminuria, and she was kept in bed. One day, 
examining as a matter of routine, I failed to make out the 
sign, and my house-physician, Mr. A. Riley, had the 
same experience half an hour earlier. I at once took 
the tracing which I now show you (Fig. 10), and which 
presents no wave between the “v” wave and the follow- 
ing “a” wave.’ The next tracing * shows the same wave 
from a patient with a normal heart but with a well- 
marked third sound. The influence of position is strikingly 
shown by the two: tracings in this case, for the head was 
placed at a lower level when the second was taken. 


ALTERATIONS IN THE RuyrH™ oF THE Heart. 
Ferhaps it is in connexion with the study of the rhythm 
cf the heart that the graphic method has been attended 





with its most striking results. The irregularities of the 
pulse have from the earliest times attracted the attention 
of careful observers. Various classifications of these have 
been made, usually based on whether the irregularity. has 
been one of force or of rhythm, and attempts have been 
made to attach definite prognostic significance to the 
different forms of irregularity, but until the study of the 
rhythm of the heart was conducted in the light. of the 
information derived from the jugular pulse and _ that 
derived from electro-cardiographic work, it cannot be said 
that these attempts were attended with any great measure of 
success. Here I wish very carefully, and with all sincerity, 
to guard myself from appearing in any way to depreciate 
the work of the older observers. The facts which they 
observed ave our valued inheritance ; their nomenclature, 
which was the garment of their thoughts, is to a large 
extent the nomenclature we still employ, and if some of 
the terms have required alteration or are not used precisely 
as they were at first, we must always remember that the 
fabric is good, and we must not forget the advice of 
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Fig. 9. 


Diogenes Teufelsdrickh, “ Friends! trust not the heart of 
that man for whom old clothes are not venerable.” 


Sinus Arrhythmia. 

A form of cardiac irregularity to which I intend to make 
but a passing reference is that termed “sinus arrhythmia.” 
A good example of this is seen on the screen. The tracing 
was taken from a young lad the subject of renal disease ; 
A, C, and v waves are secn—we may ignore the small 
H waves—and the irregularity is dependent on a varying 
length of the diastolic period of the cardiac cycle. The 
various events of each cycle occupy practically the same 
length of time and are normally grouped. The irregularity 
depends upon the various cycles not beginning at regular 
intervals. Probably the immediate cause of this is de- 
pendent upon the rapidity with which the stimulus 
material is built up or upon the irritability of the muscle 
of the sinus venosus. The pulse of a healthy individual 
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Fig. 10. 


varies, of course, in frequency according to the demands 
of the system, and we only talk of any one having sinus 
arrhythmia who presents this form of irregularity when 
he is lying quietly and as free from emotional disturbance 
as may be. Very frequently it is dominated by the 
respiratory rhythm, and, as Dr. Mackenzie has pointed 
out, it is very common in_children and in youth. At 
one time it was said that irregularity of the heart was 
to be made out frequently in those the subjects of chorea, 
even when there was no evidence of cardiac disease, and 
it was even suggested that this irregularity might be 
dependent on choreic inco-ordination of the muscle of 
the heart. I have nodoubt the impression gained ground 
from this form of irregularity being, as chorea is, a common 
affection of children. 


The “ Extra-systoles,” more properly called Premature. 
Systoles. : 
The irreguiarities of the heart which are dependent on 
the occurrence of the extra-systole, present many points 
of interest;-and have been carefully analysed. I must 





briefly refer to the ordinary varieties of these, so that they 








OcT. 12, 1912.] 





SOME CARDIAC PROBLEMS. 








(ustout Joss OFT 





may be fresh in our minds when we come to discuss some 
of the rarer kinds and how they may lead to the simulation 
of still rarer forms: of cardiac irregularity of serious 
prognostic significance. 

In the ventricular form of extra-systole (Fig. 11) the 
auricle goes on- beating at the ordinary rate. There may, 
of course, be a certain amount of sinus arrhythmia, as 
there may be when there are no extra-systoles, and some- 
times this makes it hard correctly to interpret the tracings. 
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From time to time the ventricle contracts before the 
auricle or at a shorter interval of time after the contrac- 
tion of the auricle than is compatible with the stimulus 
having reached it by the natural channel. It is thought 
that the stimulus which leads to the ventricular contrac- 
tion arises in the bundle of His just below the node of 
Tawara. In most cases, as scen in the latter part of 
the tracing, the following auricular systole fails to 
provoke a ventricular contraction. It may be that 
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the stimulus does indeed pass the bridge and reach the 
ventricle, which, in consequence of its recent contraction, 
it finds refractory and irresponsive; or it may be that the 
bundle fails to transmit the impulse, and, as we shall see 
immediately, there is some evidence of this. In any case 
the ventricle is not provoked to systole till it receives the 
stimulus from the next contraction of the auricle, and 
thus it comes to pass that the pulse period of the normal 
beat and of the extra-systoleywhich follows it are together 
‘equal to two normal pulse periods. Sometimes, however, 
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it happens that after an extra-systole of ventricular origin 
the ventricle does respond to the next auricular stimulus, 
and the extra-systole being then sitnated between two 
normal beats is said to be intercalated. This is shown 
in the earlier part of the tracing. As a rule which 
is not invariable the A-c interval corresponding to the 
stimulus which thus gets through is lengthened, and this 
disturbs the rhythm of the pulse in such a way that now 
not only do we find that three pulse spaces correspond to 
two interauricular, but that the third pulse space is 
shor‘ened at thé expense of the second. It is'this lengthen- 








ing of the s-c interval following the extra-systole which 
gives probability to the view that the usual failure of ven-- 
tricular response is due to a blocking of the impulse rather 
than to the refractory condition of the ventricle. 

I must point out-that the extra-systole is always feeble 
because it is premature and the muscle has not had time 
to recover fully from its previous effort. Sometimes it 
may be so feeble as not. to open the aortic valve, or, if it 
does so, the wave may be so feeble as not to be appreciable 
by the finger. This gives rise to one of the varieties of 
the intermittent pulse, and one might think the ventricle 
had actually failed to contract, and that a condition of 
partial heart-block prevailed. On auscultation, however, 
the premature systole may be heard, and tracings of the 
kind I now show will make the matter clear (Fig. 12). In 
the upper tracing the extra systole (which, by the way, I 
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regard as one of auriculo-ventricular origin) is not visible 
at the radial. The wave marked “a” in the jugular 
miglit be due to the auricle alone, but the lower tracing, 
which is of the apex and radial, shows that there is a 
premature contraction of the ventricle. Sometimes it 
happens that two extra-systoles occur together, as is seen 
in the tracing I now show; and, again, they may oecur 
rhythmically, as in the tracing now on the screen (Fig. 13), 
in which a regular rhythm breaks into a condition where 
every second systole is a premature one, which is some- 
times without any effect on the radial pulse, or sometimes 
affects it slightly, but not always to the same degree. 
When the premature systole is made out at the wrist, 
we get one of the varieties of the pulsus bigeminus, to 
which I must return in another connexion. 

In the variety of extra-systole known as auricular there 
is a premature contraction of the auricle. This may 






































Fig. 15. 


appear in the jugular pulse as a separate wave or it may 
blend with and modify the ventricular wave of the 
previous cycle. . It is followed by a contraction of the 
ventricle, which it evokes by the sending of a stimulus 


-along the usual channel. In most cases this stimulus 


passes slowly, so that the prematurity of the ventricular 
beat is not so marked as that of the auricle. In some 
cases, as in the one now on the screen (Fig. 14), the 
“ irregular period” (as the combined pulse spaces of the 
extra-systole and the preceding beat are termed) is equal 
to two normal spaces, in which case it is assumed. that 
the sinus is not disturbed in its rhythm, but goes-on 
building up stimulus material, and after the usual time 
makes its customary call for auricular contraction. The 
auriclé, however, being in the refractory stage, ignores 


this and waits for the next stimulus from the sinus. which 
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follows at the usual interval. In most cases, however, it 
. is found that the irregular period caused by the occurrence 
- of an auricular extra-systole is less than two normal pulse 
spaces. Of this I show you an example (Fig. 15), and the 
explanation which is provisionally accepted is that the 
premature contraction of the auricle has, by the passage 
of a retrograde stimulus, betrayed the sinus into pre- 
maturé explosion, and has left it with the duty of again 
building up stimulus material sooner than usual, which it 
does at the ordinary rate, If, ‘therefore, the irregular 
period is less than two spaces the extra-systole is probably 
auricular in origin; but the converse statement—namely, 
. that if the irregular. period is not less than two spaces the 
extra-systole is ventricular in origin—cannot be made, for, 
-as we have seen, such a condition prevails in certain 

_ examples of auricular extra-systoles. 
Like the ventricular extra-systoles, these auricular extra- 
systdles often occur rhythmically. Here is a case * where 
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Fig. 16. 


one day the prevailing tendency was for an auricular 
extra-systole to occur after every second normal beat. 
They were separated from one another by intervals of 
ten and a half fifths of a second. The next day many 
examples were found of extra-systoles occurring after 
every sixth normal beat and separated from one another 
by about five seconds. On the day following this again 
there is a loss of anything like a regular rhythm in their 
appearance, for they occur variously after three, four, six, 
and seven normal beats, and separated by very varying 
intervals of time. This peculiar rhythmicity which . is 
sometimes observed in the incidence of extra-systoles has 
as yet received no adequate explanation. 

In addition to those extra-systoles which arise in the 
ventricle and those which arise in the auricle, it is held 
that a third variety is constituted by those which are 
due to a stimulus arising in some part of the auriculo- 
ventrictilat junctional tissue, mcst probably in the imme- 
diate neighbourhood of the node, or in that structure itself. 
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Fig. 17. 


These are termed “auriculo-ventricular,” and opinions 
vary greatly as to their frequency. They are, I believe, 
regarded as common by Dr. Mackenzie, by whom, I think, 
they were first described. ‘Di. Lewis, on the: other hand, 
as the result of his electro-cardiographic work, considers 
that they are of great rarity. The essential features of 
such extra-systoles are that both the auricle and the 
ventricle enter into premature contraction, and that 
their systoles occur so close together that one cannot be 
regarded as dependent on the other. ; 

A man of about 50 years of age, whose usual cardiac 
rhythm is shown by the tracing now on the screen,* had 
noticed for many years that there were times when his 
pulse suddenly became very infrequent. Tracings taken 
during these periods—for I was fortunate to see him during 
many of them—showed that the lessened frequency of the 
pulse was due to the presence of extra-systoles alternating 
with normal beats, most of which did not reach the radial 
pulse (Fig. 16). The systole of the auricle was always 
markedly premature, and in those instances where it was 











possible from the presence of a slight radial rise to gauge 
the time of the ventricular systole, this was found to 
anticipate the systole of the auricle by a very brief period, 
for the auricular wave and the carotid impulse were 
strictly synchronous. It is difficult to attribute this to a 
stimulus arising from any other position than from the 
neighbourhood of the node of Tawara. 

There are many cases, however, in which the interpreta- 
| tion is beset with difficulties. I have selected three 
tracings from a patient who has been under my observation 
for séme years, and who had frequent extra-systoles on 
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almost every occasion I examined him. The first of 
these (Fig. 17) shows a regularly acting auricle with a 
premature systole which has every appearance of being 
ventricular in origin. In the second tracing (Fig. 18) 
there is distinct prematurity of the auricle. Now I admit 
that there is here a certain amount of sinus arrhythmia, 
and that this prematurity of the auricular systole may be 
a coincidence. It is clear that the systoles of the auricle 
and ventricle are separated by too wide an interval of time 
(namely, by an interval which is longer than normal, for 
this is inadequately represented by the excess of*the c-a 
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interval over the A=c interval, as a moment’s reflection 
will show) to be due to a stimilus arising at the node: It 
is possible that tlie “prémature “systole- of “the ‘auricle may 
have been the result of a retrocedent stimulus passing 
from the prematurely contracting ventricle. Experimental 
observations do not, however, I understand, make it at all 
probable that isolated ventricular extra-systoles are often 
the cause of such retrocedent stimuli. In the next tracing 
(Fig. 19), in which the prematurity of the auricle is less 
open to doubt, a comparison of the c-a interval with the 
a-c interval would lead us to conclude that the ven- 
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tricular systole preceded that of the auricle by the same 
interval as it usually follows it. In this case it is alike 


‘inadmissible to assume a retrocedent stimulus which 


should take a longer time to pass than a direct one, 
especially as it is also premature, or to assume a stimulus 
arising in the nodal region, for in that case the systole of 
the ventricle and that of the auricle should occur close 
together. In the case of this patient, therefore, I am 


driven to think that the extra-systole is ventricular in 
origin in spite of the prematurity of the auricular 
contraction. 

Before I pass from the possibility of retrocedent stimuli 





I should like to call your attention to a tracing (Fig. 20), 
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which is one of many presenting the same characters 
which I took from a patient who was under my care, a 
young woman of 25, the subject of mitral disease. For 
some reason the ventricle occasionally contracts very 
slightly before its expected time, the auricle being undis- 
turbed; the next systole of the auricle, is, however, 
always premature, and is followed by a long a-c 
interval. It will be noticed that the next interauricular 
interval is unduly long, being, indeed, fully compensatory. 
This sequence happened again and again, and I am unable 
to offer an adequate explanation. If the premature 
auricular systole is due, as I suspect, to a retrocedent 
stimulus, then I incline to the premature contraction of the 
ventricle being of auriculo-ventricular origin, rather than 
of simple ventricular origin. In the latter case one would 


t. oe 3 whe ve 


iva ) Pb 
rts Na 


ae ao 
i) pele | 


expect that the retrocedent stimulus assumed to be pissing 
from ventricle to auricle would be blocked by the norm 
stimulus coming in the opposite direction. If, on the other 
hand, the extra-systole were of auriculo-ventricular origin, 
a retrocedent stimulus (which, I admit, would be hig iy 
problematical under these conditions) might not meet wi 
any obstruction. © 


. Tue Putsus ALTERNANS. 

In many of the tracings which I have put before you, we 
have seen the occurrence of alternately big and small radial 
waves, and this I have referred to as the pulsus bigeminus. 
Now there is another condition in which there is an 
alternation of big and small beats, but which is due to 
widely different causes. 

In the diagram now before you (Fig. 21) the vertical lines 









































marked 1, 2, 3, and 4, equidistant from one another, are | 


supposed to indicate the times of onset of the contractions 
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Fig. 22. 
of a regularly acting ventricle. In the upper diagram it 
is seen that every second systole is premature; being 
premature it. is feeble,-which it has every excuse for being, 
as the ventricle has had but a short rest, and therefore the 
corresponding radial pulse is small, and though premature 
is, relatively to the systole of the ventricle, somewhat 
delayed. This is the pulsus bigeminus. It is recognized 
by the interval between the large beat and the small beat, 
being shorter than that between the small beat and the 
large one. In the lower diagram the spacing of the 
ventricular systoles is seen to be uniform. Each alternate 
contraction is feeble, and, as this usually results in some 
delay in the appearance of the radial pulse, we find that in 
this case the distance between the large beat and the 
small beat is usually greater than that which separates 
the small beat from the large one. This is the pulsus 





alternans. The explanation of this form of pulse which 
carries the most weight of probability is as follows. 
When a strong systole of the ventricle takes place it lasts 
relatively a long time, so that when a stimulus again 
reaches the ventricle it has not had a long rest, and is 
unable to respond by a strong contraction. The weak 
contraction, which is all it can attain to, is also a short 
one, so that when the next stimulus arrives for ventricular 
activity the muscle is found to have had a long rest, and 
responds with a strong contraction. Alternation of this 
kind may prevail for two or three beats after an extra- 
systole without casting any reflection on the cardiac 
musculature. HH, on other hand, it persists for a 
considerable time, either when brought on in this way or, 
as is supposed to be common, as a result of a weak con- 
traction due to some other cause, it is regarded as of very 
grave prognostic significance, indicating, as it probably 
does, some serious weakness of the cardiac muscle. 

A slight degree of persistent alternans is seen in the 
tracing now before you,* and in this case the gravity of 
the condition was borne out by the result. In the next 
tracing,* taken from a man suffering from aortic disease, 
there was a condition of well-mar alternation, without, 
so far as I was able to detect, any provocative extra- 
systoles. Half an hour afterwards, as the lower tracing 
shows, the alternation had passed cff. In this case the 
man lived for nearly eighteen months. The next tracing* 
was taken in the case of a woman of about 55, who was 
the subject of myocardial degeneration, and who died 
with increasing signs of cardiac failure. Here there is 
well-marked alternation of the pulse; but it is interesting 
to note that the discrepancy in the length of the succes- 
sive pulse spaces is in some degree due to a similar dis- 
crepancy in the interauricular periods, -and therefore 
cannot be altogether attributed to a delay in transmission 
associated with a weak contraction of the ventricle. 

Iam glad tobe able to say that sometimes a patient 
with well-marked alternation of the pulse does so well as 
to lessen the pessimism one usually feels in the face of 
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this symptom. The patient from whom this tracing 
(Fig. 22) was taken was a woman the subject of renal 
disease. The alternation was so marked that in some 
parts of the tracing each alternate beat fails to appear in 
the radial. The alternation is of the true variety; the 
small beat is separated from its predecessor by a longer 
interval than it is separated from the beat which follows 
it, and yet this patient did well. After leaving the hos- 
pital she had a hard time; her husband got locked up for 
some offence, and she with her family had to go to the 
workhouse, by no means a luxurious one, where she had to 
work hard. She had become pregnant, and gave birth to 
a healthy child, yet two years afterwards I saw her greatly 
improved and doing her housework. 


SIMULATION OF THE PuLsus ALTERNANS. 

As this condition of pulsus alternans is rightly regarded 
as a sign of danger, it may be well for me to refer to a 
case of partial heart-block which I have put on record, 
and in which the phenomenon of alternation appeared 
under conditions which deprived it of its gravity. In the 
tracing now before you (Fig. 23) the alternation is well 
marked. It will be noted from the key between the 
jugular and radial tracings that every second ventricular 
contraction corresponds in time with a systole of the 
auricle; the question of whether the block is a partial or 
a complete one is not important in this connexion and 
may be waived. What it is important to notice is. that 
the beat of the ventricle which coincides in time with the 
auricular ante expresses itself in the radial pulse by a 
wave which is at once small and somewhat delayed. This 


I have in part attributed to the handicap imposed upon 
the ventricle when it contracts at the same time as the 
auricle, which must drag on its base and lessen its 
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expulsive effect. Ihave said that I attribute the alternation 
in part to this, and only iz part, because the patient had 
had a.dose of ,1; grain of atropine ; and the observations of 
Thayer and of Ritchie would appear to show that this 
drug may either cause alternation or reveal it if the 
muscle is in any way weakened. The tracings taken on 
the same day, but before the administration of the drug, 
did indeed show ‘the phenomenon, but only to a very 
slight degree. 

In view of the importance of recognizing with certainty 
the true pulsus alternans I now show a series of tracings 
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Fig. 24. 


which demonstrate how closely this condition may be 
simulated by another which is not a herald of evil. The 
patient was an old man of some 70 years of age, a hawker 
by occupation, and somewhat of a character. He had 
some bronchial trouble, but was never seriously ill, and at 
no time did he cause me any anxiety. He steadily im- 
proved when in the infirmary under the good fare with 
which he was supplied, and he left: us with many expres- 
sions of gratitude to resume his occupation. I show you 
three tracings which were taken on the same day (Fig. 24). 
In the uppermost of these the pulse is regular in force and 
in frequency and the a-c intervals are normal and 
uniform in length. In the second, which was taken within 
a few seconds, and from which I have with set purpose cut 





show in the radial, and yet leading to a lengthening of the 
a-c interval and to a lessening of the strength of the 
following contraction. The next tracing (Fig. 25) shows 
that this is really the éxplanation. The early cycles are 
normal; then there comes an extra-systole of the inter- 
calated variety, only just visible in the radial tracing ; the 
next A-c interval is lengthened, being 1.6, as contrasted 
with 1 2, fifths of a second, and then comes a radial pulse, 
expressive of a ventricular systole, weaker than normal in 
respect of the brief rest which the muscle has enjoyed. 
An extra-systole of the ordinary ventricular non-intercalated 
variety follows, so that the explanation cannot be carried 
further in this tracing. The same sequence occurs in the 
latter part of the tracing—namely, an intercalated extra- 
systole, and then one of the more usual variety.. de? 

The strange irregularities which may result from the 
rhythmical and alternate occurrence of these two varieties 
of the ventricular extra-systole are well shown in the next 
tracing (Fig. 26). This begins with the apparent alter- 
nation I have described. Then an extra-systole of the 
ordinary variety occurs; that is to say, one which is not 
so premature, and which, therefore, does not allow the 
bundle of His time to recover its power of conduction. 
From this to the end of the tracing the rhythm is uniform, 
and the pulse waves fall into groups of singular similarity. 




















Fig. 25. 


Each group begins with two physiological beats; then 
comes an intercalated extra-systole, not visible in the 
radial, sometimes, and’ sometimes only, influencing the 
jugular tracing, then another physiological beat, and 
then an extra-systole of the ordinary non-intercalated 
variety. On many days this was the prevailing form 
of allorrhythmia. : 

It will readily be understood that when the changes 
between this latter rhythm and the rhythm giving rise to 
the pseudo-alternans condition were frequent, and when, 
in addition, isolated extra-systoles occurred, the unaided 
senses might fail to recognize any rhythm at all, the pulse 
might be regarded as of the continuously irregular 
type, and the inference drawn that the auricle had passed 
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Fig. 26: 


away the jugular tracing, we have, without any change in 
the pulse-rate, a condition which seems to comply with all 
the tests entitling it to be regarded as an example, and a 
very striking one, of the true pulsus alternans, the beats 
varying markedly in-force and the time between the big 
beat and the small beat being much greater than that 
between the small beat and the large one. From the third 
tracing, in which the jugular record has been preserved, we 
begin to obtain some light on the real nature of the condition. 
Here we see that the a-c interval which precedes the 
small beat is always much longer than that which precedes 
the more forcible one. This raises the suspicion that during 
the longer pauses there may have occurred an extra-systole 
of the intercalated ventricular variety o feeble as not to 





into a condition of fibrillation. This, of course, was at no 
time the case, for the auricle always acted rhythmically 
and with perfect regularity. 


IMPAIRED AURICULO-VENTRICULAR CONDUCTIVITY AND 
HEART-BLOCK. 
- We have seen that the successive systoles of the 
ventricles of the heart are evoked by stimuli from the 
rhythmically contracting auricles, and that these stimuli 
reach the lower chambers of the heart by way of the 
auriculo-ventricular bundle. The facility with which 
yn ar s along this tract may be impaired to a greater 
or lesser degree, and in some cases no stimuli can pass at 
ail, The conductivity of the bundle is influenced not only 
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by organic lesions, which may be acute -or chronic, but by 
certain drugs, and therefore, probably, by some toxaemias, 
as well as by the nervous system. This tract is confidently 
believed to be the only path by which stimuli from the 
auricles can reach the ventricles, and complete destruction 
of it always causes complete dissociation of the rhythms 
of the upper and lower chambers of the heart. On the 
other hand, as the conducting functions of the bundle may 
be impaired. or put in complete abeyance through the 
action of the nervous system, or, it may be, by organic 
lJesions which our present means of investigation do not 
enable us to detect, it follows that there may be a 
complete dissociation of the rhythms of the auricles and 
ventricles without its being possible to demonstrate any- 
thing wrong with the conducting tissues of the heart. 
Perhaps the simplest manifestation of impaired con- 
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ductivity is that shown in the tracing now before you (see 
Fig. 2). It was taken from a young man who was 
admitted with slight rheumatism. There was evidence of 
slight regurgitation through the mitral valve, and the 
presence of a double diastolic sound at the apex made us 
suspect some organic disease of the segments which was 
probably recent as he had not suffered from rheumatism 
before. It will be seen that the wave c is here separated 
from the a wave by a considerably greater distance than 
is normal. As every stimulus from the auricle, though 
impeded in its passage, succeeds in reaching the ventricle, 
the rhythm of the pulse is not interfered with, and with- 
out the graphic method the condition could not have been 
detected. Immediately after the tracing I have shown 
you was taken, he had a hypodermic injection of ;1, gr. of 
atropine. This did not produce any effect of which he 
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, Fig. 28. 
was conscious, but a tracing which was taken half an 
hour after the injection (Fig. 27, upper tracing) shows 
that the a-c interval has shortened and is now of normal 
duration. This shortening of the a-c interval is out of 
all proportion to the slight increase in frequency of the 
heart beats which was induced by the drug. The lower 
tracing was made three and a half hours after the injec- 
tion, and here the -a-c interval is again found to be 
lengthened, and the pulse-rate has fallen to what it was 
before: the injection. ‘These observations were made in 
April, 1910. The lad did well, and now leads an active 
life, going about all day on: a bicycle soliciting orders on 
behalf of a firm of sewing-machine makers. There is 
still evidencé of.a slight amount of mitral regurgitation. 
A tracing taken: on November 2nd, 1911, showed that his 


conductivity,had by-then become completely restored, for 
the a-c interval was of normal duration. 











This effect of atropine in improving the conductivity of 
the junctional tissue when it is impaired was well seen 
in a case which I put on record-some years ago. An 
aneurysmal dilatation of one of the aortic sinuses of 
Valsalva associated .with . syphilitic. changes at the 
auriculo-ventricular junction was: responsible for a con- 
siderable interference with the conducting functions of 
the bundle, which was manifested by a great lengtheni 
of the a-c interval, and sometimes by the chythmaical 
blocking of stimuli.from the auricle. The observation 
was made on a day when the auricular rate was 85; every 
fourth, or more usually every third, auricular stimulus 
failed to pass, and the a-¢ interval varied from a 
minimum of 1} to a maximum of 23 fifths of a second. 
One-fiftieth of a grain of atropine was given hypo- 
dermically, and a tracing was taken at the end 
of fifteen minutes. It was then found that every 
impulse passed, and, as might have been expected from 
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the absence of any blocking of stimuli, the a-c interval 
was uniform and had a duration of two-fifths of a second. 
The auricular rate had fallen to 70 per minute, and it 
might be suggested that the successful transmission of 
every stimulus was due to this. In about ten minutes, 
however, this totally unexpected diminution in frequency 
had passed off and the auricular rate had risen to 86— 
practically the same as it was before the injection—and 
still there was a complete absence of any blocking of 
auricular stimuli. 

The next slide (Fig. 28) illustrates the occasional block- 
ing of an auricular extra-systole in a case which did not 
present other evidence of impaired conductivity. Here, 
as is seen, most of the cycles are normal; the 4, c, 
and v waves follow in normal succession, and there is no 
lengthening of the a-c interval. “Towards the end of 
the tracing. an extra-systole. is seen; it is clearly of 
auricular origin, the premature a wave blending with the 
ventricular of the former cycle, which it profoundly 
modifies. In this case the stimulus gets through, though 
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slowly, as is shown by the lengthened a-c interval, and 
the systole of the ventricle is expressed in the radial 
pulse as well asin the jugular. In an earlier part of the 
tracing an auricular extra-systole is shown which fails to 
reach the ventricle; here the jugular pulse is devoid of 
anything like the c or v-wave and the radial pulse gives 
no indication of a systole of the ventricle..- Long tracings 


' were taken from this patient while an observer auscultated 


at the cardiac apex: The extta-systole was always heard 


' when the evidence of transmission shown in. the latter part 


of the tracing was present. When there was neither a radial 
wave at the wrist nor-a c.or Vv wave in the jugular. pulse 
there was silence over the heart. = «© |» - 

The next. slide: (Fig. 29) illustrates the condition 
described by. Hewlett—namely,.ithat of the blocking of 


‘rhythmically occurring: auricular extra-systoles, The 


patient was an old man who had been observed by one of 
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my clinical scouts to have an infrequent pulse. The 
jugular tracing was difficult to obtain, but it will be seen 
that every second A wave is premature and fails to be 
followed by any manifestation of ventricular activity. It 
is of interest to note that when in this patient the 
occurrence of auricular extra-systoles was not observed, 
and when in consequence the strain on the conducting 
function was not so great, the blocking of stimuli was not 
so common, as is seen in Fig. 30. 

From these instances of partial block let us now pass to 
a good example of the condition in which it is clear that 
no impulses are passing from the auricle to the ventricle. 
In the tracing now before you (Fig. 31) the auricle is seen 
to be acting at the rate of about 120 per minute, and the 
ventricles with ‘perfect. regularity at the rate of 26. A 
study of the mutual time relationships of the auricular 
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and ventricular systoles will show that these are pursuing 
rhythms which are entirely independent of one another. 
The ventricular musculature, as in the normal state, goes 
on building up contraction material, and, in the absence of 
any stimulus from the auricle, continues to do so until its 
own peculiar explosive ‘point is reached. This is not 
attained so rapidly as in the case of the auricle, so that 
the ideo-ventricular rhythm is much slower than that of 
the auricle, being in this case, as we have seen, about 26. 
The tracing I have shown you is from the same patient 
who presented the unduly long a-c interval and the 
frequent blocking of auricular stimuli, and the onset of 
the phase of complete block was marked by the occur- 
rence of the Adams-Stokes phenomenon. This syndrome 
is characterized by syncopic, epileptic or apoplectiform 
attacks associated with an undue infrequency of the-pulse. 
Sonietimes I hear the two tsrms, ‘“‘ Adams-Stokes disease ” 





block prevails, the continuance of life must depend on the 
ventricle being able to take on its own rhythm, the latent 
tegrated of which it is assumed has always existed. 

he more rapidly the condition comes on, the less likely 
is it that the ventricle will at once realize its powers; 
cases are on record in which the action of the ventricle 
has not been resumed for a surprisingly long period, and 
it may well be the case that some instances of sudden 
death are due to the onset of heart-block, the fatal result 
rendering it impossible for the true sequence of events to 
be demonstrated. On the other hand, when a condition of 
partial heart-block has prevailed over a long period, the 
ventricle may have been educated to use its latent 
powers; the blocking of one or more auricular im- 
pulses may have allowed the ventricle to go on 
accumulating contraction material to such an extent 
that .it has entered into systole without awaiting the 
next stimulus from the auricle, so that when in the 
fullness of time the block has become complete the 
ventricle is found to have been successfully weaned from 
auricular supervision. It is therefore during the time that 
a comlition of heart-block is developing that the most 
anxious symptoms are apt to show themselves. When 









































2 4 > > . n > > > 
«q sR I I I I I BS I I T I 

+ aN AN s aN s A AN < AY AN 

© OE Bekede nh Stink anette ee) 2 oe 2) 2? te 

; 

s Ss Ss S A x x 

Act i = t it L i i L —L ul 1 i ul 
po SR is LZ? I i 1 O l O I o it 

& 
4 3 = = Ce EE 7 ET 
a A J y eMEe. 7 a 7 lL a I 70 u 

Fig. 32. 


the block has been complete for some time and the 
ventricle has found itself, there may be a great increase 
in the comfort of the patient, and long life may follow. 

It is not always easy to determine whether we have to 
deal with a'complete or with a partial block. In making 
the attempt we must bear in mind the following con- 
siderations: : 

1. In complete heart-block the action of the ventricle is 
infrequent ; it is usually below 40 per minut, and is often 
between 20 and 30. 

2. The rhythm of the ventricle is regular. ‘To this there 
is at least one exception, the peculiarity of which it is 
important to note. If a premature beat occurs, as may 
happen from time to time, the next ventricular systole 
appears after an interval which is the same as_ that 
separating the usual rhythmical beats from another; in 
other words, there is no compensatory pause. The reason 
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and “heart-block,” used as if they were synonymous. 
The former is purely a clinical term; the latter means 
nothing more than that the auricular impulses are not 
passing to the ventricle. The sudden onset of heart- 
block is indeed likely to give rise to the phenomena 
described by Adams and Stokes; but patients are found 
with complete heart-block who have never had an 
syucopic or allied attacks. On the other hand, the Adams- 
Stekes syndrome is not confined to those who are the 
subjects of heart-block ; it may occur in cases where the 
pulse_is infrequent from other causes or where there is a 
temporary arrest of the action of the heart, and in this 
connexion a passing reference may be made to the slight 
convulsive movements.sometimes seen at the onset of an 
ordinary fainting attack such as results from emotion. 


It is ‘clear ‘that’ when @ condition ‘of complete heart-~ 
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for this will be clear from the diagram (Fig. 32). In the 
upper outline, where the ventricle is seen to be under the 
influence of the auricle, a premature beat is followed by a 
pause until the next stimulus comes down from the 
auricle. In the lower outlines the ventricle is left to its 
own resources ; let'us say it takes ten-fifths of a seeond,as 
a rule, to accumulate contractile material sufficient for 
what we may term a “ spontaneous contraction.” If for any 
reason the ventricle is caused to contract prematurely, it 
again builds up contractile material at the same rate, and 
so the next systole occurs at the end of two seconds. 
This guide is not always unequivocal, for the time follow- 
tole may not correspond strictly-with that 
of the rhythmical beats; it may be a little longer or a 
little shorter. 7 a ses a 
3. There is seento-be no strict relationship. between » 
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‘the systoles of the auricle and those of the vert ‘cle, ' 
at least no relationship which would lead one to con- 
clude that the one rhythm is dependent upon the other. 
Of course it is clear that if one compares two series of 
events each of which is pursuing a regular rhythm, it 
is always possible to assume a causative relationship 
between them, but if a long tracing is taken the true 
condition may be betrayed by the events of one series 
altering in frequency without those of the other series 
being affected. Instead of waiting for a spontaneous 
change in the frequency of the events of one or the 
other series, some drug, such as atropine or amy] nitrite, 
which increases the frequency of the auricular systoles 
may be given, and seeing whether this has any effect on 
the number vf the ventricular contractions. 

Fortified with these considerations, let us now, possibly 
with trepidation yet not -without hope, examine the 
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tracings of some of the cases which have come to my 
notice. 

In the first tracing (Fig. 33) we have a pulse of about 
25 to 30, which, considered apart from the rhythm, might 
make one think of a complete block. The rhythm is, 
however, irregular, and the irregularity in no way 
resembles the peculiar form found in cases of complete 
heart-block. Measurement shows that the pulse periods 
correspond in length approximately to two, to three, and 
in one case to four auricular periods. Examination of 
the jugular pulse in relation to.the radial shows that this 
is due to the blocking of one, two, or three auricular 
stimuli respectively. The lack of precise correspondence 
between some of the pulse pauses and the corresponding 
groups of interauricular spacés is due to. the greater 
shortening of the a-c interval after more than one 
auricular stimulus is blocked. 

The history of this case is of interest. I saw the 
patient, in consultation with Dr. Crawford Watson of 
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Harrogate, on July 10th, 1909. About the beginning 
of June he had compleined of pain in the right shoulder, 
and he thought he m ght have strained the limb in 
starting his motor car, which he was in the habit of 
driving himself. This was followed by great pain, in | 
the early hours of the morning, all round the chest and 
by some distinct gouty inflammation of the great toes. 
I sent the tracings to Dr. Mackenzie, thinking he might 
be interested to see them, especially as they were some 
of the first-fruits of my efforts to follow in his footsteps. 
Meanwhile the patient had improved and had left Harro- 
gate. On July 23rd he was seen by Dr. Mackenzie himself, 
in consultation with his own medical man in the south, and 
at this time there was no manifestation of block. Within 
the last few months I have learnt the subsequent history 
of the patient. During the remainder of 1909 he con- 
tinued ill; the pulse would be irregular for days together, 
at other times quite regular and not more than 34 per 
minute. During all this time he had pronounced gouty 
symptoms. These periods would be followed by phases 


“lasting a week or two, during which the pulse was regular 





and about 70 per mintite. In January, 1910, the: gouty 
manifestations became much less marked, and since that 
time neither irregularity of the pulse nor any undué 
infrequency has been noted, though ‘observations have 
been carried out over long périods to determine the 
existence of either. It does not seem unlikely, as his 
own medical man has suggested, that there may have 
been some gouty deposit in the junctional tissue inter- 
fering with the due passage of stimuli. - 

In September, 1910, I was consulted by a gentleman of 
70 years of age for giddiness and swimming sensations in 
his» head, which he-had had for twovyears. There was 
dyspnoea on exertion. Some few days before seeing me 
he had lost consciousness for a short time, The pulse 
was not infrequent, the blood pressure was 140, the cardiac 
sounds were feeble, and there was a faint systolic bruit at 
the apex. . 

On December 27th, 1911, I saw him with his medical 
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man. He had had several attacks of unconsciousness, 
preceded by peculiar sensations. The tracing I took on 
this occasion is shown on the screen (Fig. 34). The latter 
part of the tracing shows a pulse of about 66 per minute 
without any blocking of auricular stimuli. The earlier 
part of the tracing was not easy to interpret; either we 
had to deal with the rhythmical oceurrence of extra- 
systoles so feeble as not to reach the pulse, or we had a 
condition of 2 to 1 heart-block, every second stimulus 
being arrested. In fayour of the former view was .the 
fact that some of the waves, referable to those contractions 
of the auricle the stimuli of which were supposed to be 


.blocked, were followed by slight rises which might indi- 


cate that the yentricle also wasinaction. That there was 
silence during the long pulse pauses at the apex was in 
favour of the latter view, though I should note that the 
heart sounds were very feeble, and that the still feebler 
sound of an extra-systole might have been overlooked. 

I saw him again on January 30th. He had been out 
from time to time, but lately the symptoms had become 
worse. He had had a.great many “ waves,” as he termed 
them, when he felt as if he were about to lose conscious- 
ness. In addition to these there had been a great many 
attacks definitely associated with loss of consciousness 
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and with convulsions. There had been scores of these 
within the limits of one day. He was lying quietly in bed 
looking moderately comfortable but rather apprehensive, 
as if afraid of moving, as indeed he said was actually the 
case. The ey I obtained at this time (Fig. 35) show 
a pulse of about or 37, and a condition which at first 
sight would appear to be most readily explicable on the 
basis of a 2 to 1 heart-block. Every second auricular 
stimulus might be regarded as blocked and thé uniformity 
of the a-c intervals in each tracing would lend confirma: 
tion to this view. But this is not the correct explanation ; 
the case was at this time one of complete heart-block. 
Note in the first, case that the a—c intervals, though uniform 
in each tracing, are rather shorter in the second tracing 
than in the first. This in itself requires explanation ; but 
the chief evidénce of the completeness of the block is 
furnished by the continuation of the lower of the two 
tracings which I now throw on the screen (Fig. 36). The 
pulse-rate has now risen to about 39, but the auricular 
rate-/has increased ‘out of proportion to this, with the result 
that two interadricular spaces correspond to less than one 
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pulse period, so that as we pass. along tlie tracing we find 
the a-c interval. steadily. ing and there ceases to 
be simple relationship between the auricular: rhythm and 
that of the ventricles. mi 

From this time ‘he improved steadily. “His general 
condition is now excellent, and subsequent tracings have 
invariably shown a condition of complete block. With 
singular uniformity the pulse beats) at ‘30 to 33. Very 
occasionally a premature beat occurs which is not followed 
by:a compensatory.pause. A tracing taken at a later-date 
(Fig. 37) shows 11 interauricular spaces to 5 pulse periods 
and the gradually falling back of one series: of a waves 
from the c wave in front of them, and the gradual 
falling back of the other series,so as to approach, then 


to blend with, and finally to precede the v: wave is well . 


seen. On one occasion I found. that 18 pulse periods 
corresponded to 37 interauricular spaces, so .that his 
relative recession of the A wave was much more 
gradual. 

The next tracing (Fig. 38) is from the case of a member 
of our own profession, and was taken when the patient 
was 81 years of age. The ventricles were beating at 40 
and with great regularity, as all the pulse periods are 
seven and a half fifths of a second, except the few which 
are marked otherwise. The auricular beats are rather 
less than half the number of those of the ventricles; they 
have no constant relationship to the ventricular beats, and 
we have here the additional evidence of the block being 
complete, i the fact that the auricular —— is markedly 
irregular but that there is no reflection of this irregularity 
in the pulse. 

There is another peculiarity in the tracing to which 
I desire to call attention. When a premature contraction 
ofthe auricle occurs it is followed by an interval which is 
seldom longer than those which separate the systoles of 
the auricle which occur about the same time. Now it is 
possible ‘that this may represent nothing more than a 
sinus arrhythmia ; but as it is clear that there isa profound 
interference with the conducting functions of the ‘heart, 

-I venture to suggest the possibility of another explanation, 
which I admit is highly problematical, and which I ad- 
vance purely’in the ‘hope that others may meet with cases 
to confirm or to confute it. We have already seen that ‘in 
complete auriculo-ventricular heart-block premature con- 
tractions of the ventricle are not followed by any com- 
pensatory pause. Let us apply the explanation of this 
to the possibility of a sino-auricular block, as suggested by 
the lower outline in the diagram 'I have already used 








were present, lie down on the floor for a few minutes as if 
overcome. by a feeling of faintness, and then resume his 
work as if nothing had happened. Of these attacks the 
patient had-no recollection during all the time, some two 
years or more, that he was under my immediate observa- 
tion. I saw him about eighteen years ago, when he had 
influenza, and my notes show that during the moderate 
fever which-prevailed' his pulse varied from 104 to 112. 
What the pulse-rate was in the interval I cannot tell. He 
had often had attacks of giddiness, but of late years these 
had got much less frequent, and for some time they had 
ceased. There was some tendency to cyanosis; the 
arteries were very atheromatous; the systolic’ blood 
pressure was as high as 260, and about the end of May 
of this year, though he was still rather a wonderful man 
for his age and continued ‘his active habits, he appeared 
to- me to be failing. I was asked- to see him early in Jute 
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by his medical attendant. He was clearly suffering from 
pneumonia of a low type, and he died at the end of the 


sixth day. A tracing taking of) the radial pulse on the 


third day of his illness (Fig. 39) shows that the pulse-rate 
had risen to about 50, and it never rose above 60. The 
upper tracing shows a premature systole, and the lower 
two in succession, without in either case a compensatory 
pause. 

Mr. A. M. Kennedy, of the Pathological Institution of the 
Glasgow Royal Infirmary, kindly undertook the examina- 
tion of the heart. He reports that there is very consider- 


- able pathological change in the vicinity of the a~v node and 


bundle, the latter being practically enclosed in a stiff 
sheath, which sends strands into its substance. There is 
fatty infiltration of the bundle, arterial thickening, and 
periarterial fibrosis. The continuity of the bundle is, how- 
ever, not completely interrupted. He has reserved the 
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(Fig. 32). When the sinus rhythm is dominant, we have 
seen that a premature contraction of the auricle is followed 
bya pause which is more or less complete according as the 
stimulus does not or does pass back to disturb the rhythm 
of the sinus... If, as the latter part of the diagram shows, 
the auricle may be supposed, in consequence of a block, to 
be emancipated from the influence of the-sinus, a prema- 
ture beat on its part would be followed by an interval of 
the usual interauricular length. a ; 
The patient was a man of active habits, and up to the 
time of his death, which occurred two years afterwards, 
was inthe, habit of walking some five. miles a ‘day. His 
daughter told me that as long-ago as the early Seventies 
she. remembers her .father: being subject to peculiar 
attacks. Sometimes when: making: up- medicine . in’ his 


surgery he would suddenly, after apologizing to those who" 
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examination of the sino-auricular node and region, so it 
remains to be seen if there is any pathological justification 
for my clinical speculations as to the possibility of a sino- 
auricular block. 

AURICULAR FIBRILLATION. 

In the admirable series of lectures delivered by Dr. 
Mackenzie last year the subject of auricular fibrillation, 
with which his name'and those of Dr. Lewis and Professor 
rari are honourably associated, was so fully gone into 
that I need not do more than say that all my work has 
tended to confirm the extraordinary frequency of this form 
of .cardiac. failure, and that I fully share the view that 
there is no class of case in which-the use of-digitalis is 
attended with a greater amount of benefit.: 

In view of:the confirmatory evidence :afforded by. the 
brilliant electro‘cardiographic work. of Dr. Lewisy.we: are 
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now able definitely to condescend upon a. diagnosis of 
auricular fibrillation from the presence of a pulse of the 
continuously irregular type, coupled with an absence of all 
evidence pointing to rhythmical contraction on the part of 
the auricles. . 

1. There will be an absence of any wave indicative of 
auricular action in tracings taken from the cardiac apex, 
but the value of this as a negative indication must be 
discounted in view of the fact that a rhythmically acting 
auricle does not always leave its mark in cardiographic 
records. 

2. Should the patient be the subject of stenosis of the 
mitral valve, the absence of an auriculo-systolic bruit will 
ke important. Perhaps it is unnecessary ‘to point out 
that in the nomenclature cf mitral bruits the two terms 
“ presystolic” and “auriculo-systolic” are-frequently used 
as if they were synonymous. This is misleading and 
without justification. If the former-term is to be used 
with accuracy, or if it is to be of any use at all, it should 
be applied to a bruit only, because it immediately precedes 
the first sound; there must be no space of time between 
the end of the bruit and the occurrence of the first sound. 
Now it is true that a bruit of this rhythm is often due to 
the systole of the auricle driving blood through the narrow 
mitral orifice. We must remember, however, that even in 
the absence of auricular activity, blood will pass from the 
auricle to the ventricle from the moment at which the 
latter enters into diastole until the pressure is equal in the 
two chambers. If there is a narrowing of the mitral valve, 
then, depending on the vigour of the flow, and it may be 
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upon other considerations, there will be a bruit, the whole 
of which will be clearly ventriculo-diastolic. If the cardiac 
action is infrequent, the pressure will become equal in the 
two chambers of the heart before the next systole of the 
ventricle occurs, and the bruit will be separated from the 
followmg first sound by-a period of silence. If, on the 
other hand, the heart is acting with greater frequency it 
may well happen that the next systole of the ventricle 
becomes due before the pressure in the two chambers has 
become equal, and before the sound produced by the flow 
of blood has come’to an end. Such a bruit is entitled, at 
least so far as its terminal part is concerned, to the name 
of “ presystolic,” unless, indeed, we illogically read into this 
term more than it ought to convey. The term “auriculo- 
systolic ” applied to a mitral bruit ah be used merely 
to indicate that the sound is caused by the systole of the 
auricle. It is true that an auriculo-systolic bruit is usually 
presystolic in rhythm, but it is by no means necessarily so, 
for in cases in which, in consequence of impaired auriculo- 
ventricular conductivity, the systole of the ventricle does 
not follow that of the auricle for some time, the auriculo- 
systolic bruit may be separated from the following first 
sound and lose all title to the name of presystolic. These 
points are indicated in Fig. 40. In the first line the auricle 
acts at its usual time; in the second thereisimpaired conduc- 
tivity, and in the third there is fibrillation of the auricle. 
From this it will be seen that while it is impossible for an 
auriculo-systolic bruit to exist when the auricle is in a 
state of fibrillation, that conditionis quite compatible with 
the presence of a bruit, to which the term “ presystolic” may 
be correctly applied. I refrain from any discussion, 

on the pre lhe 5 of the sound produced, on the distinction 





between an. auriculo-systolic. bruit- and one which is) 
merely due to the passive flow of blood from auricle to 
ventricle, though the distinction is important, for it is the 
absence of the former bruit that is of any value in this 
connexion. 

3. There will also be an absence from the jugular pulse 
of any wave referable to the contraction of the auricle. 
Other waves of ventriculo-diastolic rhythm may indeed be 
present, but the examination of a tracing of. some length 
will always enable one to distinguish between these waves 
and: waves which are due to the rhythmical activity of the 
auricle. “ . > 

A good example of the condition is seen in the two 
tracings I now:show you. The first (Fig. 41) was. taken 
when the rhythm of the heart was regular, except for the 
occurrence of an occasional extra-systole. The large wave 
marked “a” is clearly that due to the rhythmical con- 























traction of the auricle. The next tracing (Fig. 42), taken 
some fifteen months afterwards from the same patient, is 
characterized by a rhythm of the continuously irregular 
character, and by there being now no evidence of auricular 
activity. Some small waves during the diastolic period 
probably indicate the fibrillation of the auricle. . 

A more striking case is recorded in the following 
slides.* In former years I had seen the patient when his 
cardiac action was regular, and I have tracings, which 
show the regular rhythmical action of the auricle. He 
was admitted into the infirmary in infinite distress, and 
the first tracing shows a Condition of delirium cordis. He 
was at once put upon digitalis, and at the end of sixteen 
days the second tracing was taken. This shows the con- 
tinuously irregular pulse and the absence of any wave ix 
the jugular pulse referable to the auricle... The continued 
use of digitalis for five days more was associated with a 
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Fig. 42. 
tendency to the appearance of coupling of the cardiac’ 
beats. There is still irregularity of the cardiac action, but 


there is this approach to a rhythm that, when the 
coupling is present, the second element of the pair of 
contractions follows the first with singular regularity. 
This peculiar tendency to coupling of the beats is also 
well seen in the next two tracings taken from a patient 
who was comfortable under the full use of digitalis. In 
the first tracing (Fig. 43), with the exception of two single 
beats about the centre, the double rhythm prevails. The 
second beat does not show in the radial pulse; it is 
followed by a well-marked “nm” wave in the jugular, and 
this is also seen after the solitary beats referred to already. 
The second beat of a couple follows the first at a constant 
interval; the intervals between the second beat of the 
couples and the following beat, as well as the intervals 











between the single contractions of the ventricle, vary in 
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length in a non-rhythmical manner. It is held that while | systoles, the heart is beating at 60 per minute, especiall 
this i arity persists the ventricle is still responding to wis to account for the cetiionves! toner ty shown ns 
non-rhythmical stimuli from the auricle, but that the | the former tracing, and at a time when the number of 
second contraction of the couples is in each case in some | beats per, minute was fewer, we have had to regard the 
manuer dependent on the first. When, on the other hand, | block as only a partial one. yeas ; 
the tracing is of the character of the one I now show Although this peculiar coupling of the cardiac beats i 
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(Fig. 44), it is held that a condition of complete heart- | cases where the auricle has entered into a condition of 
block has béen induced by thé use of" the digitalis. If we | fibrillation is more usually due to the action of digitalis 
eliminate the premature systeles, each of which is held to | than to any other influence, it may occur in those who 
be due as before to the systole immediately preceding it, | have tang FB a single dose of this drug. The tracings 


we find that the heart is acting regularly. The premature | which I now show you (Fig. 45) prove this. In the first, 
! ‘ which is from the jugular and the radial, there is seen to 


ry be no wave referable to the systole of the auricle. This 

fact, along with the existence of some irregularity of the 

pulse, makes it clear that the auricle is in a condition of 
fibrillation. The coupled rhythm prevails. 

The second and third tracings are from the apex and 

radial, and show respectively the coupling of beats and 

the condition when this was not present. I never watched 


} 
f this patient for any length of time on any occasion with- 
VY, VW \\p out finding the rhythm change from one variety to the 
: other several times, and he was under my observation for 
fin; many months. 


is 3 , There are, indeed, many problems associated with the 
condition of auricular fibrillation which yet await solution, 


Me | Far. © , : and among these must rank the exact nature of the handi- 
rl foe TAL Lanai} | cap which its incidence imposes on the action of the 





















— 


heart in carrying on the circulation, but I am confident 
that these and many others will yield their secret to a 
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: ! continuance of the careful investigations to which they 
aS. ' have already been subjected. ; 

beats are followed by pulse spaces of about the same length And now, gentlemen, it only remains for me to thank 


you for your patience and for your kindness and considera- 
tion. If, as I fear, I have kept you too long, that kindness 
and consideration have been ill requited. Perhaps to me 
the time has not appeared so long, for, as Isaac Walton 
y in a journey maketh the way to 


as those between the ordinary contractions of the ventricle 
seen in the same tracing, an additional point in favour of 
the existence of a complete block. This is an explanation, 
however, which does not altogether satisfy my mind. 
I am -unwilling to admit a condition of complete heart- | says, “Good compan 
block when, apart from the incidence of the premature | seem the shorter.” 


— j 








ON THE LENGTH OF LIFE OF THE RAT-FLEA | of moisture. In warm, damp weather the developmental 
period may be as short as ten days. Under unsuitable 


APART FROM ITS HOST. conditions it may be greatly prolonged. 
With regard to the actual length of life of adult fleas, 


BY 
WILLIAM NICOLL, M.A., D.Sc., M.D., D.P.H., the Plague Commission in India found that the Indian 
ERNEST HART MEMORIAL SCHOLAR OF THE BRITISH MEDICAL rat flea (Xenopsylla ch ) might sr alive for at 
ASSOCIATION, LISTER INSTITUTE OF PREVENTIVE least forty-one days when fed on rat’s blood, but only 
MEDICINE, LONDON. twenty-seven and twenty days when fed on human and 


; guinea-pig’s blood respectively. Without food the fleas did 
Iris unnecessary to make any lengthy reference to the | not live longer than fourteen days when moisture was 
important part which fleas may play in spreading disease, | present, and only six days in the absence of moisture. 

not only amongst men, but also amongst animals. They Gauthier and Raybaud record some experiments in 
have been shown to be intimately connected with bac- | which ihey kept a rat-flea (Ceratophyllus) alive on human 
terial, protozoal, and even with helminthic infections, and | blood alone for ninety’days. They also found that at low 
for this reason it appears desirable that we should have as | temperatures fleas might live for a considerable length of 
complete knowledge as possible in regard to their life- | time without feeding at all. In one experiment a flea 
history, and especially in regard to such points as may be |. remained alive in the ice-chamber for forty-one days 
of importance in their relation to the spread of disease. without feeding. 

Under ordinary circumstances, when in more or less The experiments to be described were directed chiefly 
close association with its host, the rat-flea (Ceratophyllus | towards determining how long adult fleas might remain 
fasciatus) passes though its developmental cycle in from | alive without food under various conditions. Some experi- 
two to three weeks. The rapidity of cevelopmpent is | ments, however, were also made with larvae, in order to 
considerably affected by the environmental conditions,,of | decide to what extent exactly their life might be prolonged 
which the chief appear to be the temperature and amount under adverse conditions. The former set of experiments 














Oct. 12, 1912.] - THE RAT-FLEA. | re 





































































































was conducted as follows: Fleas were removed either | _ : TABLE I (continued). 
directly.from a rat or from the material in the rat-cage. | 
‘They were then transferred to small, clean, dry flasks, in niet | No. of Aversme — 
the bottom of which was placed a small quantity of sterilized ‘ | Fleas. | or tite. | 4 
sand. The mouth of the flask was loosely plugged with | —, | ore : 
wool. In certain cases the wool plug was slightly moistened | 42 | jan. sth,1912 ./| 7 | -90° is te es 
from day to day, and in others a trace of moisture was | . | ~  {|-damp. 
added to the sand at the beginning of the experiment.| “%  » ~ » 7 60 ee: 
The conditions of light and temperature were also varied. ea a 1 5.4 Light. Very damp. . 
The flasks were carefully examined at least once every ‘ er 
. oT ia . a Dark. Very damp. 
day, and a count made of the fleas still alive. ae ore ’ re, 7 ee eet 
As a rule, 7 fleas were used in each experiment, and | 4 . * 7 4.2 7 | Shade. Very damp. 
altogether 89 experiments, involving a total of 638 fleas | 47 | san. agin, 1912 ... q 5.4 12 ‘| Light. 
were performed.’ In the first experiment the number of ; 
fleas living from day to day was not noted, but in all the | % » ~~ » 7 | 5.8 14 | Dark. 
others an accurate record was kept. In the majority of | 49 ,, a ot “= ll__| Shade. 
cases the flasks were kept at ordinary room temperature, ae . ? . atin 
which, during-the daytime in summer, varied from 15° to es a 3.4 38 ight. 
23° C., and-in winter -from 10° to 17° C.- 1 ae + 7 5.4 8 | Dark. 
TAPLE I.—Showing Effects of Light and Darkness. 52 as ” ‘Ede. 2.4 5 | Shade. 
oe Average 1 53 Jan. 3ist,1912 ...| 7 9.2 20 | Light. 
No. sength | Longest. | 7 
Date. Fleas. — —— | 54 ee a J 3.0 il | Dark. 
ee a ee he “| 55 ‘i . Pra 5.5 11 ‘| Shade. 
Days. | ' | : : - poe ” 
1 Nov. 7th, 1910... 12 _— 40 | Light. 56 > 2 7 3.2 12 Light. 
2|Jan.17th, 1911 ...| 12 7.0 25 hae cS Daal a fs ie aly 
| . . . ‘ - 
3|Jan 24th, 1911 ...! 12 6.9 16 | Dark. oP. " 7 22 u__(| Shade. 
| . , ’ ° | , 
4 | Feb. Ist, 1911 6 11.0 22 | Light. 59. Feb. 14th, 1912 ... 7 4.0 5 | Light. 
‘ Per | | 
5-| Feb. 18th, 1911 ...| 6 4.8) 13 | Light. 60 z . + 38 q | Dark. 
€] ow ” a Se 8 |: al, ss 7 3.1 6 | Shade. 
7 | June 6th, 1911 6 3.3 5 | Dark, Oh wis a 7 71 14 ‘| Light. 
| 
tak Se ’ 3.8 . 6) yw 7 6.5 11 | Dark. 
i ¢ 6.1 8 | Shade. Oa, ve 7 6.4 11 | Shade. 
10 ” ” 6 6.3 1l —| | | | | ——— -_————as, 
e + | | | 
11| June 12th, 1911...| 9 2.4 4 | Light. No sand. |. Total, =| 463] 63 | 4 | 
12 rr a 9 3.8 10 | Dark. No sand. 
B m ‘i 8 2.7 5 Sia Venda Tn addition, the following experiments were undertaken 
; to ascertain the effect of keeping fleas continuously at low . 
14] June 15th, 1911...) 6 3.8 7  |Shbade. Dry saw- | temperatures. Control experiments were made at room 
dust and bread. t ‘ é a 
15 | June 16th, 1911 ... 6. 71 19 Shade. Sawdust, emperature with the same batch of fleas. In one set 
E : bread, faeces. moisture was supplied by introducing each day a pellet 
16 | June 17th, 1911 ... 8 4.7 0 Shade. Sawdust. of fresh rat’s faeces: 
7 : 1 sight. 4 : 
al hetiecane ’ ” m —_ TABLE II.—Showing Effect of Low Temperatures. 
18 es * TAG 9.3 13 Light. l - ) 
co. | Average | 
ua) SR pea . “? . Date. No. of | Length | Longest. 
20 a Pe 7 9.1 17 Dark, | of Life. | 
ie ee i “5.1 10 ‘| Shade. Ric | eo sth 
65 | June 13th, 1912 ... 7 6.0 10 Temp. 18°C. Light., 
22 | ‘s = 7 6.4 7 Shade. Without faeces, 
23 | Oct. 18th, 1911 8 5.6 18 Light. 66 ” ” 7 7.7 10 Temp. 18°C. Shade, 
Without faeces. 
Pi. a 8 8.1 21 | Light. 
eal 67 ” * 7 | 36.4 59 Tcm>. —1°C. With- 
3) a 8 7.5 15 Dark. ou: faeces. 
6) o 8 3.5 8 | Dark. 68 | ns os 7 39.7 52 | Temp.8 C. With- 
= out faeces. 
a7] ” 8 4.3 8 | Shade. 
a : 69; ” 7 8.2 21 Temp. 18°C. Light. 
28 | Oct. 18th, 1911 8 4.8 8 Shade. | With faeces. 
29 | Nov. 16th, 1911 ... 7 14.8 20 Light. Moisture 70 | e * 7 9.7 17 Temp. 18°C. Shade. 
added. } With faeces. 
30] “ 7 15.5 23 Light. Moisture | : 
added. 71 ” ” 7 22.7 74 Temp. —1°C. With 
ee “ 7 11.2 24 =| Dark. Moisture faeces. 
added. 
32 .” o 7 16.2 24 Dark. Moisture hi. « - 7 43.1 67 | Temp.8°C. With 
“ added. | faeces. 
33] 7 10.0 18 | Shade. Moisture 
4 4 19 | Shade. Moist 
” 7 (12, Shade. Moisture 3 - i 
x added. In a third series the fleas were maintained continuously 
35 | Dee. 11th, 1911 7 6.1 9 Light. at a high temperature (37°), and at an intermediate 
361/02 2 7 65 8 Dark. temperature (24°). (See Table III, p. 928.) 
™ aia From these figures several interesting conclusions may 
” . 7 6.0 12 Shade. be drawn: 
3B) ” 7 10.2 19 ‘| Light. 1. The average length of life of Ceratophyllus fasciatus 
39 Y apart from its host under general circumstances, is just 
” ” 7 8.4 14 Dark. ; 
under seven days, but about 9 per cent. live for a forte 
bed Sa ” 7 7.5 ll | Shade. night and at least 2 per cent. for three weeks or over (of 
41 | Jan. 8th,1912 «| 7 8.7 13 Light. Slightly 505 fleas 46 lived at least fourteen days and 10 at teas$ 
damp. twenty-one days). 
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TaBLE III.—Showing Effect of High Temperatures. 
Date. a Length | Longest. 
73 | Aug. 26th,191 ...| 7 | Bo" 9 | Temp. 24°. 
O74 Se te 7 4.7 9 | Temp. 24°, 
75 a n 7 4.0 7 Temp. 24°, 
6 ce 1 4.1 6 | Temp’ 18°. 
77 a os 7 9.1 16 Temp. 18°. 
78 = < 7 Few |less than) Temp. 37°. 
79 a *s 7 — - — Temp. 37°. 
80 * a “¥ * s: Temp. 37°. 
81 | Aug. 27th, 1911 7 poe + Temp. 37°. 
82 ” ” 7 * oe Temp. 37°. 
83 os = 7 o ee Temp. 37°. 
84 | Aug. 28th, 1911 7 - ne Temp. 37°. 
85 és * 7 Ke Ae Temp. 37. 
86 ” . 7 = a Temp. 37°. 
87 | Sept. 2nd, 1911 ... 7 - * Temp. 37°. 
88 ” * 7 * < Temp. 37°. 
89 me = 7 KA me Temp. 37°. 




















2. Other things being equal, they live longer in winter 
than in summer, that is, longer at low temperatures than 
at high. “Under ordinary circumstances, when ‘the 
temperature is over 15° C.'for any considerable part of the 
time, it would be exceptional for them to live, without 
feeding, for more than forty days, but, from experiments 
65 to 72, it is evident that in winter, when the temperature 
rémains continuously under 10°C: (50° F.), they may 
remain alive for as’ long as two-months,: and if the 


temperature is maintained continuously at- freezing point: 


this period may be extended to over ten weeks. 

3. Above 25°C: the length of life is greatly curtailed, 
and at 37° C. it is always less than twenty-four hours, 
though in some cases more than twelve hours. 

4. Both excess of dryness and excess of moisture curtail 
the length of life. » aah 

5. Conditions of light do not appear to have any great 
influence, but in these experiments: the fleas exposed to 
bright daylight lived on an average slightly longer than 
those kept in darkness or in the shade, the average figures 
being respectively 6.9, 6.6, and 5.8 days. ‘ 

6. In the experiments which were done to determine 
whether the fleas could live longer when removed directly 
from the rat or from the material in the rat-cage, it was 
found that in the latter case the average length of life was 
two and a-half days longer, the average figures being 4.1 
and 6.8 days respectively. 


With regard to the length of life of larval fleas, some 
observations I was able to make may be of interest: 


1. On September 14th, 1910, a rat in one of the flea cagés died 
and the contents of the cage, consisting of grain, sawdust, 
faeces, etc., and-containing a large number of fleas and larvae, 
were removed and put into a, tall glass vessel, which was 
securely covered and placed in a cupboard. Or examining this 
vessel two months later it was found that ihe number of fleas 
did not appear to have materially decreased. On December 
19th quite a number. of active fleas were present, and on 
January 29th, 1911, a few still remained. Observations were 
continued throughout February, and on February 17th a few 
fleas were observed, but this was the last date on which any 
were ‘seen, although periodical observations were made 
throughout March,-April, and May. 

2. A similar experiment was started on December 5th, 1910. 
Observations were. made once a week and it was found that 
the number of fleas apparently fell off towards the end of 
January, 1911; but increased again during February. There- 
after, however, they steadily decreased until May 24th, when 
none wére visible.» The observations were continued, and in 
October a few fleas again appeared. They were seen up till the 
middle of November, after which no_ more appeared, although 
the material was kept until January 50th, 1912. | ie 

2. A thitd experimeut of the same, nature was started on 
February 1th) 1921: 


wore present. Some were removed and placed along with two 
young rats free from fleas. The fleas settled on the rats, but 





The’ ‘fleas’ were .observéed during’ the 
enstiing .wionths.: - On ‘November 7th a onsiderable’ number* 





not with such avidity as was expected. One rat died within 
twenty-four hours, the other the following day. Bacteriological 
examination of the blood and intestine of the rats did not afford 
any clue as to the cause of death. On November 28th only one 
flea was seen. It was removed and died shortly afterwards. 
In December, however, a number of fleas made their appear- 
ance, and on January 39th several fleas and larvae were 
observed. Next day five fleas were removed and placed in a 
large jar with a young rat free from fleas. The fleas attacked 
the rat almost immediately. Five days later the rat died. 
Bacteriological examination again was negative, though, it must 
be remarked, no anaérobic cultures were made. There were 
no marked post-mortem appearances. 
from the same brood was used and placed under the same 
conditions as the first, but without fleas. It remained well. 
On February 5th, when the first rat died, the second was 
placed in the jar from which the first was removed. It re. 
mained alive and well for three months. During the first 
month no increase in the number of fleas could be detected, but 
thereafter the number gradually increased until, at the end of 
a six weeks, the jar contained a very large number of 
eas. 

The original material in the above experiment was kept until 
April 3rd, when, on repeated examination, no fleas or larvae 
could be observed. 

In all the foregoing experiments the material used was 
comparatively dry, and in the course of time it became as 
dry as dust in the upper layers, although there was usually 
an appreciable degree of moisture in the bottom of the 
vessel. In two other'experiments, however, the original 
material was obviously damp.' In the first of these the 
fleas had disappeared entirely at the end of two months. 
In another month the material was covered with white 
mould and no fleas or larvae were seen then or at any later 
period. The second experiment had practically the same 
result, 

. In a third set of these experiments 30 fleas were 

removed from the rat cage and placed in a large vessel 

containing some comparatively dry, clean bran. In each 

case in the course of a month the fleas had entirely dis- 

appeared and no larvae or pupae could be detected in the 

bran. The same result was obtained when fleas from - 
Experiments 2 and 3 of the first set were used. This 

appears to show that under these circumstances the fleas 

did not breed. : = a Fe 

From these experiments the following conclusions may . 
be deduced : 

1. Material infected with fleas and larvae may remain 
infected for as long as a year. 

2. This appears to be due to the fact that the larval and 
pupal stages in the development are greatly prolonged - 
under the adverse conditions. Dampness, however, rapidly 
kills off both fleas and larvae. 

3. No direct evidence was obtained that the fleas bred 
under these conditions; but the appearance. of larvac 
towards the end of some of the experiments suggests that 
they did breed to some extent. : 

4. Fleas derived from the infected material readily 
attacked rats, and proceeded .to multiply in the course 
of a short time. f is 
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THE number of persons bitten by animals, cither rabid : 
or under strong suspicion of being so, in Prussia during . 
the year 1911 was 231, as against 247 in 1910. Of that 
number 225 were inoculated—some in the Koch Institute, 
Berlin, and others at the Breslau University Institute of 
Hygiene. One patient died before the course of treatment 
could be completed, another from sepsis following an 
abscess which developed at the site of the bite. Of the 
total number of persons bitten by animals certainly suffer- 
ing from rabies, who were treated from 1906 to 1911, 
18 died, a mortality of 1.49 per cent. 

THE Congress of the International League against Epi- 
lepsy was held at Zurich on September 6th and following 
days. Delegates from the United States and from Russia 
attended, and many of the leading neurologists of Switzer. — 
land, Germany, France, Austria-Hungary, Denmark, and 
Holland were present.. Among the chief subjects of dis- 
cussion were diet ‘in the treatment of. epilepsy; the ‘rela- 
tion between . that: disease-.and alcohol, and. operative °- 
treatments A,full aceount of the-proceedings will appear. . 
in Epilepsia, the organ-of the league. | Dr, Weeks, of New. 
Jersey, was elected president in succession to Professor 


‘Tamburini. of Rome. 





In this case-a control rat - 
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SECTION OF MEDICINE. 


Professor T. R. Guywnyn, President. 


PRESIDENT’S INTRODUCTORY REMARKS. 


Proressor GLYNN confined his introductory remarks to the 
expression of a few words of welcome, and then called for 
the opening of the first discussion. 





DISCUSSION ON 
THE DIAGNOSIS AND TREATMENT OF EARLY 
CARDIAC COMPLICATIONS OF 
RHEUMATISM. 


OPENING PAPER. 


By Davip B. Legs, M.D.Cantab., F.R.C.P.Lond., 
Consulting Physician to St. Mary’s Hospital, London. 


I HAVE been honoured with a request to open a discussion 
this morning on the subject of the diagnosis and treatment 
of early cardiac complications of rheumatism, and it has 
been intimated to me that what is desired is not a short 
monograph on the subject, but the statement of a few 
definite propositions which may serve as a basis for dis- 
cussion. ‘his must be my excuse for what may perhaps 
appear to some of my auditors as too dogmatic statements. 
If they are too dogmatic, they will no doubt receive due 
correction in the course of the debate. But I may at all 
events claim that they are founded on careful observation 
carried on for nearly fifteen years in the wards of the 
Hospital for Sick Children, Great Ormond Street, and for 
twenty years at St. Mary’s Hospital. 


I. 

My first proposition is that the disease which, for want 
of a better name, we still call “ acute and subacute rheum- 
atism,” is a bacterial infection, most common and most 
virulent in childhood, less common and usually less 
virulent in adolescents and in young adults. 

Probably you will all agree with the general statement 
that the disease is. due to a bacterial infection. But there 
is at present a wide divergence of opinion as to the nature 
of this infection. One cannot but feel that it would be 
a most fortunate thing if some benevolent despot had the 
power of shutting up in the same laboratory the twe 
prominent advocates of the diplococcal theory (both, I am 
proud to say, former pupils of my own) and its two most 
distinguished opponents, with the definite command to 
solve the question once for all. As this bencvolent com- 
pulsion cannot be exercised, I venture humbly to suggest 
to these four careful and conscientious workers that they 
would confer a great benefit on the profession if they 
would form themselves into a voluntary association for 
the combined investigation of this difficult question, so 
that fallacies might be detected by friendly criticism of 
work carried on in common, and a certainty be attained 
that a precisely similar “technique” is adopted by all. 
It is not by public discussion of divergent results that 
truth is to be recognized, but by combined impartial. in- 
vestigation, using precisely the same methods, corrected 
by the friendly private criticism of all the workers, each 
contributing his store.of knowledge and experience. If 
the investigation were continued patiently unti! a unani- 
mous verdict could be given, such a -verdics would be 
universally accepted by the profession. 
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The second half of my first proposition—that the disease 
is most common and most virulent in childhood—is begin- 
ning to be generally recognized. It was unfortunate that 
the carly descriptions of acute rheumatism were taken 
from the wards of hospitals for adults; this caused a 
distortion of the true clinical picture in two respects: 

First, arthritis became too prominent a feature in the 
description, so that rheumatism was actually described as 
essentially a disease of the joints; this fallacy seems still 
to linger in the minds of s>:ne pathologists. 

Secondly, the much greater relative frequence, the 
greater wealth of symptoms, and the more intense viru- 
lence in children, were overlooked. When they were 
pointed out by Sir Thomas Barlow and Dr. Cheadle, it 
was grudgingly allowed that these were “ peculiarities” 
of the disease in early ‘life. It is only now beginning to 
be admitted that, if it is to be really understood, rheu- 
matism (like measles) must be studied from the point of 
view of the child. 

If. 

My second proposition will probably cause more sur- 
prise. Fourteen years ago I ventured to draw the atten- 
tion of the profession to the fact, till then unrecognized, 
that an acute dilatation of the left ventricle can always be 
detected by careful percussion in every acute or subacute 
rheumatic attack both in children and adults, The ob- 
servations were made in St. Mary's Hospital by tracings 
of the cardiac outline as determined by percussion at 
intervals of several days in cases under my own care. 
The tracings were copied on glass by Dr. Poynton, and 
were exhibited by him to the Royal Medical and Chirurgi- 
cal Society in 1898 as the basis of a paper by myself on 
acute dilatation of the heart in rheumatic fever. This 
was followed by a joint paper, which gave the results of a 
series of observations of the same phenomenon in children, 
carried out at Great Ormond Street. During the fourteen 
years which have elapsed since these papers were pub- 
lished I have never seen a first attack of acute or sub- 
acute rheumatism, either in a child or in an adult. in 
which this fact could not be demonstrated. Dilatation of 
the left ventricle (greater or less) appears to be an 
inevitable manifestation of the disease and one of its 
earliest symptoms. 

Its constant occurrence is easily explained when we 
remember the classical observation of Gaskell, recorded in 
the third volume of the Journal of Physiology, that a 
dilute solution of lactic acid caused relaxation and 
“ extreme dilatation” of the isolated frog’s ventricle, and 
finally diastolic standstill. The rheumatic toxin (probably 
of acid nature, and, from Walker and Ryffel’s observa- 
tions,' mainly due to formic acid) produces relaxation of 
the ventricular muscle and therefore dilatation. But this 
is not the whole explanation. From the microscopical 
investigations of Poynton it has been made manifest that 
micro-organisms can sometimes be detected in the inter- 
muscular connective tissue of the left ventricle, and that 
there is evidence of fatty degeneration in the muscular 
fibres themselves. The careful and prolonged histological 
work of Carey Coombs, of Bristol (formerly my house- 
physician at St. Mary’s), has demonstrated the very fre- 
quent occurrence of minute rheumatic nodules in the 
interstitial tissue of the ventricles. 

From all these observations taken together, it is clear 
that the cardiac implication in rheumatism is no mere 
“complication,” but is an essential and the most important 
feature of the disease. Other rheumatic phenomena may 
be more distressing to the patient and may urgently need 
relief ; but this is the phenomenon of essential importance 
to which the attention of the medical practitioner ought to 
be primarily directed. 

IIl. 


My third proposition is that the practitioner ought 
to have no difficulty in determining this essential fact. 
All that is required is a correct method of percussion and 
a little careful observation. By light percussion on the 
terminal phalanx of a finger of the left hand it is quite 
easy to ascertain the limit of the left ventricle in the 
third, fourth, and fifth intercostal. spaces, and the limit of 
the right auricle in the third and fourth spaces to the right 
of the sternum. Ina rheumatic attack the left ventricle 
will almost always be found to reach the nipple line; 
usually it extends beyond it, possibly as much as a finger- 





breadth, or in a severe.case even two fingerbreadths. The 
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cardiac impulse will be diffused and weak, the pulse-wave 
feeble, the first sound at the apex much enfeebled, the 
second sound.at the base (and especially the pulmonary 
second) abnormally loud. In many cases, but by no 
means in all, there will be at the apex a systolic blowing 
murmur, and sometimes also. a local reduplication of the 
second sound. ...The, second element of this sometimes 
develops into a mid-diastolic murmur. A short blowing 
presystolic murmur, or what sounds like a presystolic 
reduplication, is sometimes audible to the right of the 
nipple line. In cases of great severity, where the dilata- 
tion is great, there may also be evidence of pericardial 
friction. Aortic murmurs are rare in a first attack. 


IV. 

My fourth proposition will, I think, secure universal 
assent in theory, though it is still far from universal 
adoption in practice. 
successful treatment of the cardiac implication of rheu- 
matism is prolonged rest. 

Complete rest for the heart is impossible, for on its 
continued action life itself depends. . Yet if the cardiac 
muscle is affected by disease, it must be of the greatest 
importance to diminish its work as much as_ possible. 
A reduction of ten beats per minute secured by the 
recumbent position is equivalent to a diminution of the 
number of beats by 600 per hour, 14,400 per day, and 
100,800 per week. 

Yet the simple and necessary precaution of sending to 
bed a child suffering from slight symptoms of subacute 


rheumatism is too often neglected, because the symptoms | 


seem to the practitioner to be trivial, and because he 
does not remember the importance of a careful exami- 
nation of the child’s heart by accurate percussion. He 
is apt to be satisfied with a rapid auscultation, and to 


assume that the absence of audible murmur is proof of | 


the absence of cardiac disease. 

I repeat that the discovery of dilatation of the left 
ventricle, without any murmur or friction, makes a period 
of rest in the recumbent position desirable, whatever may 
be the cause of that dilatation. 


¥. 

My fifth proposition is that whenever a patient who is 
found to have a dilated left ventricle has also symptoms 
which are certainly rheumatic or are even possibly caused 
by a rheumatic infection, it is the daty of the practitioner, 
not merely to keep the patient at rest in bed, but also to 
submit him to a careful but thorough antirheumatic 
medication. This is specially necessary when the patient 
is a child. Sore throat, pains in the joints, muscles, or 
tendons, erythema, arthritis, subcutaneous and subperi- 
osteal nodules, pain in the chest, shortness of breath, 
marked pallor, and choreic movement (however slight) 
are all.symptoms more or less strongly suggestive of 
rheumatism and demanding an antirheumatic medication. 

About the precise method and extent of tbis anti- 
rheumatic medication there will no doubt be much differ- 
ence of opinion among those who take part in this dis- 
cussion. Let each speaker state fairly the results of his 
own experience, that those who have employed different 
methods may learn how others have succeeded. 

My own experience’ has led me to the conclusion that 
sodium salicylate conjoined with sodium bicarbonate, in 
the proportion of one part of the former with two parts of 
the latter, is a most effective antirheumatic medication, 
’ if the dose is gradually increased to a sufficient extent. 

There can be no doubt, I think, that sodium salicylate 
has a specific action against rheumatism as marked as is 
that of quinine against malaria, or as that of mercury or 
salvarsan against syphilis. Since its introduction into 
practice it is no longer true that acute rheumatism re- 
quires “six weeks” for its cure. We no longer see in 
hospital wards the profusely sweating, sour-smelling 
paticnts with intensely painful rheumatic artbritis whom 
some of us remember in our student days; and rheumatic 
hyperpyrexia has become a very rare phenomenon. The 
rapid subsidence of rheumatic arthritis under the influence 
of salicylate is universally recognized. This is clearly 
@ specific action, for the drug has no such marked influ- 
ence on a tuberculous, a gonococcal, or a pneumococcal 
arthritis. Now if the cure of the arthritis is due to a 


specific action of the drug, it seems clear. that this action 





It is that the first essential for the | 





cannot be confined to the joints, but will be exerted to 
a greater or less extent in every tissue in which the 
rheumatic microbes are doing their deadly work. The 
addition .of sodium bicarbonate probably cqunteracts the 
acid toxins (formic acid and probably also acetic, accord- 
ing to Walker and Ryffel), and it assists in producing an 
improved tone of the cardiac muscle, in. accordance with 
the observations of Gaskell on the effect of perfusing the 
isolated frog’s ventricle with sodium hydrate. The com- 
bination of these two drugs exactly meets the need of the 
rheumatic heart. In this respect sodium salicylate has 
a marked advantage over aspirin, which must not be 
combined with an alkali. 

Comparatively small doses of salicylate will reduce the 
pyrexia, and cure the arthritis of rheumatism, but if we 
attempt to ascertain whether larger doses of the drug have 
any beneficial action on the heart we are met by two 
difficulties. The first is that the rheumatic infection itself 
is very depressing to the heart, and that thus it is easy to 
make the mistake of attributing to the erg. symptoms 
which are really due to the disease. Hence has arisen a 
widespread impression that salicylate is a “cardiac 
depressant.” This idea seems to be devoid of-any real basis, 
as far as the “ physiologically pure” salicylate now uscd is 
concerned, whatever may have been the case at the time 
when a less pure drug was employed. The second diffi- 
culty is the fact that certain unpleasant symptoms are 
undoubtedly caused by salicylate, such as vomiting and 
tinnitus, and that some individuals are much more prone 
to these side-effects than others. 

Yet, in the great majority of cases, this difficulty may 
be overcome by a proper method of administration. If, 
when symptoms such as vomiting or tinnitus occur, the 
medicine is suspended for a few hours, and is then given 
again in smaller doses than before—half or two-thirds of 
the former dose—it will usually be found that the un- 
pleasant symptoms pass away, and the dose can be raised 
to a considerably larger amount without causing their 
recurrence. If they do recur, another pause, followed by a 
reduction, will usually be successful. In this way it is 
possible to train almost all patients to tolerate much larger 
doses of the drug than those generally administered. Of 
course, it must be allowed that some patients are specially 
susceptible to salicylate, as others are to quinine, iodine, 
mercury, or opium. Yet it remains true with regard to 
the great majority of cases that by adopting the method 
above described the dose of salicylate can with safety be 
increased to a very considerable amount. In a rheumatic 
attack it is often desirable to increase the amount of ° 
salicylate to 150 or 200 grains per day, with double the 
amount of sodium bicarbonate, given in ten doses. It may 
be desirable to increase the amount still further, even to 
350 or 400 grains. The largest dose I have ever given was 
60 grains ten times daily, in the case of a boy of 16 who 
had an enormous crop of rheumatic. nodules, about 250 in 
all, with pericarditis, endocarditis, dilated heart, and 
moderate arthritis. The maximum amonnt of 600 grains 
of salicylate and 1,200 grains of bicarbonate was given for 
two days.. The dose had been gradually increased to this 
amount without any difficulty. After this he took 
500 grains of salicylate and 1,000 of bicarbonate for six 
days a week for three weeks. The amount was then 
gradually reduced. Every one of his nodules disappeared 
under this treatment, his pericardial friction soon vanished, 
his heart became smaller, and he left the hospital with 
merely a short presystolic and a short systolic murmur at 
his apex. He has since then been in the hospital for a 
short time with a very much milder rheumatic attack. 

Cases of chronic rheumatism in adults, with subacute 
exacerbations, which show no sign of improvement under 
200 or 300 grains of salicylate daily, will sometimes be 
definitely cured when the amount is raised to 450 or 500 
grains. ‘ 

We may reasonably expect that when rheumatism 
affects organs like the heart or brain a larger amount of 
the remedy .may be necessary than is required for the 
cure of more superficial structures. Who would expect to 
cure a visceral syphilis by 5 grains of iodide given three 
times a day? It is well known that much larger doses 
are required, and they are freely given, though with 
adequate caution. Yet even in this case one finds some- 
times that one has not gone far enough for success ; a yet 
larger dose cures the patient. A man under my care at 
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St. Mary’s had pains apparently due to a pachymeningitis, 
possibly traumatic in origin, but also possibly syphilitic. 
Iodide to the amount of 30 grains three times a day was 
given without success. The case was transferred to a 
surgical ward for surgicai consideration, and my colleague, 
Mr. Page, cured him by increasing the dose of iodide, I 
believe to 100 grains three times daily. 

To give a small dose of iodide to a case of cerebral 
syphilis is to prove oneself an incompetent practitioner. 
Shall we not, then, expect that if we are to cure a case of 
cerebral rheumatism such as we describe by the absurd 
designation of “ chorea,” we must be prepared to use large 
doses of the specific remedy? We have not given the 
drug a fair chance unless we have increased the amount 
to 400 or 500 grains daily. The small doses ordinarily 
given are absurdly inadequate; and in chorea we must 
remember that time is a necessary factor of the cure 
because of the damage tothe cortical cells, so well described 
by Dr. Carey Coombs. , 

In commencing the treatment of a rheumatic case by 
salicylate, it is desirable to give comparatively small doses 
for the first twenty-four or thirty-six hours. If too large 
a dose is used at first, there is a possibility that by the 
rapid death of many of the microbes so much of their 
internal toxin may be released into the blood as to cause 
an injurious effect, such as increased acidosis and a tendency 
to delirium; but after about thirty-six hours the. amount 
of the drug should be rapidly increased. It is desirable 
also, since the rheumatic infection probably enters in most 
cases by the.tonsils, to spray the throat three times daily 
for the first week with a solution of perchloride of 
mercury in glycerine and water, of the strength of 1 in 


‘ VI. . 
Two precautions must be constantly kept in mind 
during the treatment of a rheumatic attack by salicylate, 
especially when the patient is a child. The first is that 
special care must be taken to prevent constipation. . Dr. 
Langmead has rightly insisted on the importance of this, 
and Dr. Miller has suggested that it is wise not to increase 
the dose of salicylate for a child on any day unless the 
bowels have acted previously on that day.- The second 
precaution: is to remember the necessity of -constantly 
keeping the patient’s urine neutral or slightly alkaline in 
reaction. It is surprising how much sodium bicarbonate 
may be required to effect this in a rheumatic child. 
- By the careful observance of these two precautions the 
patient is secured against the possible occurrence of 
acidaemia and its sequence of. air-hunger, drowsiness, 
and coma.. In the only fatal case that I have seen the 
dose of salicylate was very. small—only 5 grains four times 
daily—but it was given without any bicarbonate, and by 
an oversight: the medicine was continued for ten weeks ; 
also at that time the importance of preventing constipa- 
tion was not. recognized... Under the much larger doses 
which I have employed in conjunction with twice as much 
sodium bicarbonate, there has rarely been any indication 
of the approach of these symptoms of acidaemia. In the 
few cases in which anything of the kind has been observed 
it has always been quite. easy to arrest them by giving up 
the salicylate for a short time and increasing the 
bicarbonate as much as might be necessary to render 
the urine alkaline. ‘ 
Sodium salicylate is not the only drug liable to produce 
acidaemia. I have seen air-hunger and coma in a child 
produced by a dose of 15 grains of aspirin three times a 
day after only seven such doses had been taken. Fortu- 
nately the meaning of the symptoms was realized, and 
under alkaline treatment the child recovered completely. 


? 


VII. 

My last proposition is that in cases in which the initial 
rheumatic attack on the heart is of great severity, where 
great dilatation is accompanied by evidence of pericarditis 
or of marked endocarditis, very great relief may be 
obtained by the local application of an icebag over the 
heart, provided that care be taken to keep the feet aud 
lower limbs warm by means of hot-water bottles. Efficient 
nursing is of course essential, and the temperature should 
be taken every two or three hours. Before the ice is 
applied, if the dilatation of the right side of the heart 
is marked, it is often desirable to apply a few leeches over 
the false ribs onthe right side. If these precautions be 





adopted the icebag may be used without fear. It rapidly 
relieves local tenderness, causes a congestion of the super- 
ficial vessels as marked as that resulting from a poultice, 
and appears to exert a markedly tonic effect on the cardiac 
muscle. Pericardial friction under its influence rapidl 
lessens, the dilated left ventricle diminishes, and - peri- 
cardial fluid tends to be absorbed. One can often trace a 
beneficial effect even on an endocarditis, judging from the 
changes in the character of murmurs. 

In later rheumatic attacks, where the heart is already 
much crippled by former myocarditis, endocarditis, and 
pericarditis, the same therapeutic measures are available, 
but they must be more cautiously employed. Leeches will 
almost certainly be necessary, and. cardiac tonics such as 


‘strychnine, digitalis, and oxygen may be very useful. 


The specific antirheumatic medication ought not to be 
suspended on account of the existence cf pericarditis, as 
was formerly taught. This teaching was based- on the 
belief that sodium salicylate was a cardiac depressent. 
But, in fact, it is the rheumatism which is the depressant, 
partly by its action on ‘the cardiac muscle and partly - by 
the reflex influence of pericarditis.. In cases of -pert- 
carditis of rheumatic origin, the antirheumatic medication 
is specially necessary. Along with the local action of -ice 
(and possibly of leeches) it will be found to produce the 
most remarkable therapeutic effect. 

Possibly some of those who follow me in this debate 
will consider this method of treatment rash and dangerous. 
I can only reply that it has been tested by experience, and 
has been found most helpful. But let. no one adopt it 
without the safeguards which I have described. -Lcet me 
ask, is there no danger in too great timidity of therapcutie 
action? My firm belief is that at present sins of omission 
in the treatment of early cardiac rheumatism are respen- 
stble for an enormous amount of disastrous result which 
might easily be prevented by a wise and _ cautious 
boldness. : ery 

SUMMARY. ; 

1. “ Acute and subacute rheumatism” is a microbic 
infection, most common and most virulent in childlicod, 
less frequent and usually less virulent in adolescents cnd 
young adults. 

2. There is but one symptom which is present. in. every 
case of the disease. Arthritis, nodules, endocarditis, pert- 
carditis, pleurisy, . tonsillitis, erythema, chorea, and~all 
other rheumatic symptoms may be present or absent, but 
dilatation of the left ventricle 18 invariably present. This 
dilatation is caused by toxaemia or myocarditis, or both 
combined, and it is a very early symptom. 

3. The dilatation can be easily detected by careful .per- 
cussion, rightly performed. It is quite easy to determine 
accurately the sloping line of dullness of tlie edge of the 
left ventricle in the fourth and fifth left :interspaces, and 
that of the right auricle in the fourth right interspace. 

'- 4: The first essential for thé successful treatment of the 
cardiac implication of rheumatism is prolonged rest. -. 

5. The second essential is an adequate antirheumatic 
medication, the most useful form of this being a combina- 
tion of sodium salicylate and sodium bicarbonate, in the 
proportion of one part of the former to two of the latter, 
given in adequate and increasing doses. 

6. During the treatment by salicylate it is necessary 
(1) To prevent constipation; (2) to keep the urine slightly 
alkaline ; (3) to stop the medicine when vomiting or other 
symptom due to salicylate oecurs, but to resume it after a 
few hours in a dose of one-half the size of the dose last 
given, and soon to increase the amount as far as possible. 

7. When the dilatation (with or without endocarditis) is 
great, and especially when pericarditis is present, the 
medicine should be freely given, and an icebag should be 
kept permanently over the precordial region, with due 
precautions against general chill. Careful nursing is 
essential. The application of leeches is often beneficial. 


REFERENCE. 
1 BRITISH MEDICAL JOURNAL, 1903, ii, p. 659. 


DISCUSSION. 

Dr. AuLBert ApraMs (San Francisco, U.S.A.) said: 
Dilatation of the heart in association with polyarthritis is 
an almost invariable phenomenon, but it is. not patho- 
gnomonic of the disease insomuch as it is a concomitant 
of other infectious diseases. Respecting its etiology, 
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my observations touch on new and heterodox facts. 
Clinicians have long ‘sought the observations of the 
hysiologist to explain clinical phenomena. I have intro- 
Based the neologism, “clinical physiology,” to designate 
the study of the physiology of man and employing the 
latter as an object of study. After this manner clinical 
physiology is made the basis of clinical pathology. The 
size of the cardiac chambers is dependent on the tone of 
its musculature and the tone of the vagus. Therefore, 
cardiectasis is a neuro-muscular question. The vagus 
controls the rhythmicity, irritability, conductivity, con- 
tractility, and toxicity of the heart, and its functions 
may be depressed by the toxins of ail infectious diseases. 
In polyarthritis it is wise to be on the look-out for the 
frontier symptoms of cardiac implication, notably 
arrhythmia, tachycardia, and dyspnoea, but it is wiser to 
regard heart involvement as the rule and not the excep- 
tion in polyarthritis. By so doing we give the patient the 
benefit of every possible doubt and inaugurate our cardio- 
therapeutic measures accordingly. A murmur heard at 
the apex is no index of valvular implication. It may 
mean a relative insufficiency, and by eliciting the heart 
reflex the murmur is temporarily inhibited. In testing 
the usual cardio-tonics by physiological observations on 
the human I find that pilocarpin is the most efficient. 
Apart from its vagotropic action it renders the fluids of 
the body more alkaline. Its action as a diaphoretic is a 
desideratum if we view the diaphoresis in this disease as 
action of defence. The salicylates are specific in action, 
and subserve a diagnostic-therapeutic purpose. In poly- 
arthritis toxic symptoms do not develop readily, the 
patient bearing as much as 250 grains a day. In pseudo- 
rheumatic infections toxic symptoms develop after 
150 grains are ingested. We must remember, however, 
that the salicylates depress the vagus function, and so does 
antipyrin, the most efficient succedaneum of the salicy- 
lates. ‘The employment of an icebag to the precordium 
must be deprecated. The influence of the cutaneous 
nerves on the tone of the viscera must not be disregarded. 
The observations of Head, Sherren, and others show that 
common sensation is a complex affair, and that we must 
take cognizance of deep, protopathic, and epicritic sensi- 
bility. Similarly I have found that certain cutaneous 
irritants to the pericardium will elicit the heart reflex of 
contraction, whereas a current of cold air or an iceba 
will evoke the counter-reflex of dilatation. My clinica 
observations show that the salicylates have a specific action 
only on the articular manifestations, and that in associa- 
* tion with their employment we must have recourse to a 
cardio-tonic, the most efficient being pilocarpin. 


Dr. F. J. Poynton (London) said: I will confine my 
remarks to the clinical side of the question, merely pointing 
out that from the experimental side Dr. Paine and I have 
produced acute dilatation without either pericarditis or 
endocarditis, and have demonstrated similar pathological 
changes to those found in man in the myocardium. These 
facts were brought before the Pathological Society of 
London in 1900. : 

The remarks of my old friend and teacher, Dr. D. B. 
Lees. bring vividly back to my mind the days, now four- 
teen years ago, when I had the honour of working with 
him upon the subject of acute dilatation of the heart in 
rheumatism. This has been a privilege for which I have 
been and am deeply grateful. I feel that though rheum- 
atism is an obscure problem, still, nevertheless considerable 
advance has been made in these fifteen years, and that we 
are much behoved to Dr. Lees’s enthusiasm and investiga- 
tions. Dr. Lees is too broad-minded and scientific to 
resent the fact that I have not followed him in some direc- 
tions, and in others, though I have followed for some 
distance, I have not yet been able to complete the course. 
Thus, for example, although recognizing the importance 
and frequency of dilatation of the left ventricle, l am not 
convinced of its constancy, because I believe that even in 
childhood rheumatism may attack other organs yet spare 


the heart. At least, it appears to me that with every care | 


I have failed in some cases to find any clinical evidence 
that the heart had been damaged. Nevertheless, if I were 
called upon to make an assertion I would rather make the 
one that Dr, Lees has, as one conducive to the greater 
Gare of the rheumatic, than one to the effect that the 
heart frequently escapes. Fortunately, I am not intro- 


ducing this discussion, and so can rest content with 
expressing the belief that I have just given. 

A point of difference is my attitude towards the salicylates 
in rheumatic heart disease. It is an attitude which I 
doubt not will be met with disfavour, for I consider the 
treatment of rheumatic heart disease most unsatisfactory 
and am not convinced that the salicylates exert any useful 
effect apart from relief of pain. I think the expression of 

,such different opinions as Dr. Lees’s and mine will have an 
‘advantage on this occasion, for it will give clear definition 
to one of the points under discussion and thus stimulate 
individual opinions. I do not dispute that some rheumatic 
lesions, notably arthritic and muscular pains, are greatly 
relieved and the temperature is lowered by these drugs, 
but further I am not prepared to go. How can such a 
position as mine be justifiable? I believe the bacterial 
poisons are so subtle that they vary with the tissues in 
which the lesions occur, and I think it probable that 
the salicylates may possibly be specific to some of these 
poisons and not to others. I am even tempted to feel 
that their specific action upon rheumatic arthritis is per- 
haps overrated, for I have seen other acute forms of 
arthritis relieved by them. It does not follow, I think, 
because acute rheumatic arthritis subsides rapidly that it 
is the salicylates that produce this subsidence, though they 
relieve the pain, for I have certainly seen rheumatic 
arthritis in children subside quite as quickly without them, 
and in some adult cases under their use I have seen quick 
subsidence in some joints, while one or two might remain 
intractable. For my part, my feeling about acute rheu- 
matic heart disease 1s this, that although we can minimize 
the dangers by care and palliative measures, we have no 
control over its course. Take rest, for example. I have a 
child under my observation who, under the mistaken 
diagnosis of spinal caries, has been kept for two years in a 
Phelps’s box ; yet during that time I saw him in two attacks 
of rheumatic pericarditis with endocarditis and multiple 
arthritis. I have given a child, after an attack of rheum- 
atism, sodium salicylate in 7-grain doses three times a day 
for nine months, when there occurred an attack of rheum- 
atic carditis. I cannot, of course, be certain that, though 
the medicine had been ordered, it had been given. I 
have seen relapses occur rapidly after enormous doses had 
been given. Once I have ventured, in a paper upon 
rheumatoid arthritis, to express the opinion that we none 
of us really either understand the cause or the treatment 
of that disease, and have been accused of pessimism. ['o- 
day I feel I shall suffer the same fate; yet Iam nota 
pessimist. I believe firmly that much will be done in the 
prophylaxis of rheumatic heart disease, and have great 
hopes of the medical supervision of school children. I have 
also faith that proper homes will be founded for the pro- 
longed convalescence of the rheumatic, in which I believe 
many half-healed foci of the disease will be properly cured. 
The idea that meat is injurious to the rheumatic I have 
abandoned, believing it to be indicated in chronic cases in 
childhood, and at all times except when the disease is 
acute. 

The onset of rheumatic heart disease in childhood is of — 
particular interest, and it is not to be supposed that I 
can add anything to Dr. Lees’s account of acute dilatation. 
I, however, lay much stress upon the association of 
repeated attacks of chorea and mitral stenosis, for I 
believe from my experience it is the best warning we 
possess of this insidious valvular affection. 

Primary cardiac rheumatism—using-this term in the 
sense that the heart affection is the prominent and 
practically the only definite rheumatic manifestation— 
is.a condition which I have found most likely to follow a 
sore throat. The importance of throat affections, as 
evidenced by recent literature, has fully borne out the 
experimental evidence put forward by Dr. Paine and my- 
self in 1900. Among the poor there must be a few, but a 
diminishing number of cases of primary cardiac rheum- 
atism which only come to notice after the damage has 
become advanced. 

I wish to emphasize a group of cases in which tachy- 
cardia is an early symptom. Such are likely to develop 
mitral stenosis, but the tachycardia precedes the stenosis. 
If it is persistent tachycardia is a grave symptom. Another 

_ Important group is that in which the myocardium is par- 
ticularly affected, and’such cases are much alike in show- 





| ing an irritable, irregular heart, pallor, nervousness, 





OCT; 12, 1912.7 


EARLY CARDIAC. COMPLICATIONS OF RHEUMATISM. 





Tee Barrie 
Mepicat JournNaL 


933 








obstinate symptoms, and a tendency to asystole on 
over-exertion. Some of them, however, get quite well. 
Endocarditis smoulders on much longer than is often 
thought to be the case, and I maintain that many cases 
of malignant endocarditis in early adult life, particularly 
if the patient has been anaemic, are rheumatic. Slight 
mitral lesions frequently get practically quite well, and 
probably slight aortic lesions also, though more rarely, 
may do the same. 


Dr. Carey Coomss (Bristol) said: The streptococcal 
theory of rheumatic infection, founded by Drs. Poynton 
and Paine, receives support from the following facts. 
Rabbits have been inoculated by Drs. Reginald 
Miller and E. H. Kettle with streptococci from cases 
of human rheumatic infection, and the resulting cardiac 
and other lesions have been submitted to me for histo- 
logical examination, along with similar material kindly 
sent by other investigators. This examination showed 
(1) that the lesions were similar whatever the organ 
attacked, (2) that there was no difference between the 
phenomena produced by the five different strains of 
streptococci concerned, (3) that the t~pe of inflammatory 
reaction found was essentially similar to that which is 
characteristic of human rheumatism. These facts will be 
published in extenso. 

From the economic point of view, carditis is the disease 
and polyarthritis the complication ; the latter cripples the 
patient for weeks or months, the former for a shortened life- 
time. Further, there issome justification for thinking that 
of all the four chief forms of rheumatism—cardiac, cerebral, 
articular, and nodose—the most characteristic is carditis. 
And, again, the commonest manifestation of rheumatic 
infection is carditis, if its sequelae be included. For 
example, in my out-patient department at the Bristol 
General Hospital I saw, during the last twelve months, 
233 cases of rheumatic infection, including every stage and 
form of the disease, together with its permanent injuries 
to the heart. In 72.5 per cent. of these there were signs 
of cardiac disease; the joints were attacked in 61.8 per 
cent. only, 47.2 per cent. had chorea, while subcutaneous 
nodes were detected in less than 4 per cent. It is there- 
fore true to say that of all the manifestations of rheumatic 
infection carditis is seen at least as often as any other; 
and since it is also the most characteristic and .serious 
cftect of that infection it should be regarded as the central 
rheumatic lesion. 

The first principle in the diagnosis of rheumatic carditis 
is, therefore, this—that since it is the most characteristic 
and individual of the rheumatic lesions it should be 
diagnosed on its own merits. The clinician, faced by 
certain symptoms and signs, says he can diagnose pul- 
monary tuberculosis or spinal parasyphilis, as the case 
may be; not even, in the latter instance, is he deterred 
from his diagnosis by the fact that there is no history of 
syphilis. His decision is, -indeed, confirmed if he finds 
collateral evidences of syphilitic infection such as an 
aortic aneurysm, or by a confession of a past syphilitic 
infection; but these are only adjuvants, and not essentials. 
So it should be with cardiac rheumatism. Confronted by 
a certain type of cardiac disease, the doctor can say, “ This 
is rheumatic,” even when there is no history of rheum- 
atism or chorea. In the earlier stages, when there is 
nothing to be found save dilatation of the left ventricle 
with or without a mitral systolic murmur, it is prudent to 
exclude tke alternative causes—namely,-recent: diphtheria 
and influenza, and renal disease. But in the main, and 
until some biochemical test of rheumatic infection is avail- 
able, as it is for tuberculosis and syphilis, it is right to 
take the position that a case of cardiac disease can be 
recognized as rheumatic from its own clinical features. 
In many an early case diagnosis along this line is justified 
by the subsequent appearance of other rheumatic 
m viifestations. 

The second point is an obvious one—namely, that the 
diagnosis must be detailed. Nothing less than an inquiry 
into the state of every part of the heart can be regarded 
as satisfactory. As Dr. Lees has taught us, the primary, 
basic lesion of rheumatism of the heart is myocarditis, 
which finds its chief clinical expression in signs indicating 
dilatation of the left ventricle. There is also a definite sub- 
group of cases of rheumatic heart disease,.characterized 
by the presence of hypertrophy of the left ventricle in 
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addition to dilatation, without valvular or renal disease to 
account for it. In connexion with this group it should be 
remembered that ventricular hypertrophy is found post 
mortem in quite early cases of poeadealie carditis. before 
valvular or pericardial lesions cf an advanced type have 
developed. In some cases these signs are, no doubt, 
indicative of partial recovery; the mitral murmur, due to 
dilatation of the auriculo-ventricular ring, has disap- 
peared, but the more general ventricular dilatation and 
its accompanying hypertrophy are persisting. 

I must refer to.one other point in relation to rheumatic 
myocarditis. Not only is there an acute form, but also a 
persistent one, in which ventricular dilatation is main- 
tained for a period of months or even years by a series of 
recurrences of the infective process. That this dilatation 
is purely due to myocarditis is proved by the almost 
complete absence of valvular and pericardial lesions, which 
many present have, no doubt, noted at autopsies on 
children who have for years exhibited signs of cardiac 
disease. Apparently the recurrences are separated from 
each other by so short an interval that the muscle of the 
heart has no time to recover completely from one infection 
before the next is upon it. . 

To these signs of muscular alteration may be added 
evidences of pericardial or valvular disease sooner or 
later. 

There is no real necessity for a polygraphic examina- 
tion, except where the pulse is irregular. The only thing 
that can be discovered by the polygraph, in she absence of 
arrhythmia, is the length of the a-c interval. I have been 
taking tracings from cases of cardiac rheumatism, and 
have at present about 120 records. Lengthening of the 
a-~c interval showing interference with the conduction of 
stimuli at some point in their path is practically never 
found in the earlier stages of the disease. Definite 
heart-block has only occurred three times in my experience 
of rheumatic carditis, and in each case it was of a mild 
degree. 

A final observation as to diagnosis relates to the infre- 
quency. of directly cardiac symptoms in the earlier phases 
of the disease. Oedema, cardiac pain, syncope, are prac- 
tically never met with until the disease is far advanced. 
Even shortness of breath is heard nothing of from most 
children with rheumatic heart disease until leading ques- 
tions are asked ; and then it has been so little in evi- 
dence that it has scarcely interfered with the normal 
activities. Of course, if. the case is one of severe 
carditis with extreme and rapid ventricular dilatation, 
the patient is very ill and the cardiac symptoms are 
proportionately aggravated ; but in most children entering 
upon their career of heart disease the onset is insidious. 
Setting aside for the moment other rheumatic mani- 
festations such as polyarthritis, muscular pains, chorea, 
and subcutaneous nodes, children with early cardiac 
rheumatism are, as a rule, brought to the doctor because 
they are losing colour, flesh, and appetite. General 
examination discovers mild fever and a quick pulse; but 
beyond these vague generalities nothing is found till 
physical examination discloses the secret. It is clear, 
therefore, that if every casc of cardiac rheumatism is to be 
detected early, it must be by routine examination of the 
heart in every child out of health, and also by periodical 
examinations of all children who have shown any evidence 
whatever of rheumatic infection. This early discovery of 
cardiac disease is one of the benefits that may be expected 
from the medical inspection of school children, as the 
figures published by Dr. Frederick Langmead show. 

Something may be said, in conclusion, as to the treat-. 
ment of the mild recurring attacks that pass almost. 
unnoticed. 

The two main principles laid down by Dr. Lees apply to 
these as to the severer attacks. Ido not see how we can 
expect rapid cure by any method, for by the time treat-. 
ment is begun serious injury has already been done to the‘ 
myocardium, a delicate tissue which, owing to its high’ 
specialization of function, can only recover slowly. My 
own feeling is that salicylate treatment does some good,’ 
not so much by correcting this damage already done as by 
cutting short the prolongation of the injurious process. “[' 
have not found any form more effective than the sodium 
salt, though aspirin is sometimes taken better. As for 
rest in bed, it has seemed to me possible to prolong it 
unduly. The child should be kept in bed so long as there 
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is any rise of temperature, and for one to three weeks 
(according to the severity of the attack) after. all fever has 
subsided. The convalescent child needs plenty of fresh 
air and food, and the return to activity must be very 
cautiously promoted by gradual stages, the temperature 
and pulse-rate being watched all the time so as. to- detect 
the smallest trace of recrudesence. As to prevention of 
recurrences, the three things to be avoided are under- 
fecding, fatigue, and exposure to damp. I have not yet 
trvicd vaccine treatment, but it seems a reasonable pro- 
posal, though a little difficult to carry out on a sufficiently 
protracted scale. 

- Tonsillectomy as a routine measure is inadvisable, for 
the tonsils are often small and difficult to remove, and the 
operation kas been in a few cases followed by an acute 
outbreak. 

. I should like to associate myself with what Dr. Poynton 
las said as to the hope of prevention. When the mode of 
entrance of the micro-organism is more definitely. known, 
and a fuller knowledge of those conditions which pre- 
dispose to its activity has been gathered, there is reason to 
expect prevention of rheumatic infection, or at least of the 
severer cardiac lesions. 


Dr. Frepertck LANGMEAD (London) said: There can 
be little doubt but that the subject of the early. dia- 
gnosis and treatment of the cardiac manifestations 
of acute rheumatism is beset with many difficulties. 
The onset of the condition is usually indeterminate, 
and it is quite unusual to see a child during its 
first attack. All must agree how frequently evidence 
of previous rheumatism is found in the heart when 
an examination is made in what purports to be the 
first attack. That these observations are true is borne out 
by the results of an investigation which I have carried 
out among school children, with a view of finding out the 
prevalence of rheumatism among children considered 
physically fit. I have examined 2,556 unselected children 
with this intention, and have found that among the 
children from 3 to 6} years old 5.20 per cent. were 
theumatic, whilst among those from 6} to 14 years old 
5.83 per cent. were rheumatic. The great majority of these 
had never been diagnosed as suffering from rheumatism, nor 
had rhenmatism been suspected by the parents or teachers. 
No cases were included about which there was any 
reasonable doubt, all were beyond cavil unquestionably 
‘rheumatic. There were 133 in all, and all but 18 had 
evidences of old rheumatism of the heart, namely, of a 
developed and persistent type of rheumatism. These 
figures show the difficulty underlying early diagnosis and 
treatment of the condition. Rheumatism may begin in a 
manner which attracts so little attention that it is soon 
forgotten by the parents. This may be said of growing 
pains and tonsillitis, whilst if anaemia should occur alone 
and as the first manifestation, no one could make the 
true diagnosis. With regard to the relation of tonsillitis 
to acute rheumatism, I have found that whercas in 
children other than the rheumatic the tonsils are 
sufficiently large to warrant removal in 7 per cent., 
in rheumatic children they are of these dimensions in 
27.8 per cent.; in other words, tonsils large enough: to 
warrant removal occur four times as frequently. in 
rheumatic children as in others. This has a bearing 
on the importance of tonsillitis as an early sign, or 
possibly as a source of infection. With regard to treat- 
ment, | will not again consider the details, which have 
already been dealt with so fully in the discussion, but 
I should like to emphasize and dwell upon one point. 
There is no efficient means at present of dealing with the 
poor rheumatic child. The needful period of .rest and 
supervision is not procurable in the hospitals. At the sea- 
side tney generally do badly. Convalescent homes are not 
open to them, The time has come when a more extended 
knowledge of the disease is required. We are all glad 
of the good effect which has followed the fight against 
tuberculosis. The back of the fiend of tuberculosis may be 
said to have been broken and tubercle is on the wane, but 
acute rheumatism is still very inadequately understood 
and resisted. There is great need for an antirheumatic 
crusade if the cases of chronic heart disease which fill our 
hospitals are to be diminished—cases which return again 
and. again, which can only be patched up, and cannot be 
regarded with any degree of lope. ~ 





Dr. F. W. Prick (London) said: In my view it is difficult 
to exaggerate the importance of the subject of this dis- 
cussion. In order to get some idea of the degree of its 
importance it is rezessary only to remember three facts: 
(1) By far the larger part of licart disease under 30 years 
of age, and a considerable proportion. of heart disease of 
later life, is the result of rheumatic infection in childhood; 
(2) how easy.it is to overlook a rheumatic infection of the 
heart in children, unless we are especially on the look-out 
for it, and even when we are on the look-out how difficult 
it often is to come to a’ Ce‘nite conclusion whether the 
heart is affected or not; and (3), if the heart is definitely 
affected, in how large a measure the future welfare of the 
patient depends upon the medical attendant adopting 
sufficiently prolonged, careful,-and adequate t-eatment 
during the stage of infection. 

If these be facts, it is of supreme importance that the 
practitioner should be able to recognize, as far as it is 
possible, a rheumatic infection of the heart. Now, it is a 
matter or great regret that the clinical picture of acute 
and subacute rheumatism was originally exclusively 
drawn from the disease as it appears in adult life. The 
result is that a considerable percentage of practitioners do 
not realize that rheumatism as it appears in children pre- 
sents many and most important points of difference from 
the disease as it appears in maturer life. The non-recog- 
nition or forgetfulness of this is the reason why damage to 
the heart by rheumatism is so frequently overlooked, 
much to the detriment of the patient’s future welfare. It 
is of supreme importance that the following facts be 
recognized : : 

In adult life arthritis is the chief manifestation of the 
rheumatic infection; it is regarded as .representative, and 
as constituting the typical attack, while cardiac involve- 
ment is looked upon as a complication. In childhood, on 
the other hand, arthritis is usually slight and unimportant, 
and may be entirely absent; it is not representative of the 
rheumatic state, while affections of other organs and 
parts are more frequent, and play a much more prominent 
part in the disease.. Thus endocarditis, myocarditis, and 
pericarditis are much more frequent; they can scarcely 
be considered complications, since they are just as much 
part of the disease as is the affection of the joints. They 
should be looked upon as primary and essential phe- 
nomena. Similarly, subcutaneous nodules, certain exu- 
dative erythemata, and purpura rheumatica are also more 
frequent and conspicuous manifestations of the rheumatic 
infection; chorea is common in connexion with the 
rheumatism of childhood (being almost entirely confincd 
to childhood); and tonsillitis is perhaps more common in 
connexion with the rheumatic state in children than in 
adults. There is a tendency for the various phases of 
rheumatism to arise independently and apart from each 
other, as, for instance, involvement of the heart at one 
time, arthritis at another, and chorea at another ; although 


more than. one, and indeed even all of the different 


manifestations may occur together. The whole series of 
phenomena may follow in succession, or only a single event 
may occur. The incidence inthe rheumatic series may 
occur in any order. Involvement of the heart may be the 
first manifestation cf rheumatism, or the only manifesta- 
tion of rheumatism, or the first and only manifestation. 
It may occur alone, or in. combination with one or more 
or all of the other manifestations of rheumatism. Usually 
it occurs early in the series of manifestations. 

As arthritis in children is often slight, there is often 
merely a little pain, stiffness, and tenderness, with no 
perceptible swelling, and fewer joints are affected than in 
the case of the adult. Acid perspirations are usually only 
slight, and the pyrexia is in most instances moderate. 
Sometimes the affection is confined to the tendons or the 
fascia in the neighbourhood of the joint—as, for example, 
the tendons of the hamstring muscles under the knees, 
causing the child to walk on the tips of the.toes with the 
knees bent (which may be mistaken for incipient talipes 
or paresis), but yet accompanied by an insidious endo- 
carditis or pericarditis... On the .other hand, we should be 
careful to exclude infantile scurvy, acute anterior polio- 
myelitis in its early stages, syphilitic disease of the ends 
of the long bones, and other affections of the joints in 
children. ae 

Endocarditis, “myocarditis, and. pericarditis are more 
liable to occur together in children than in adults. 





QcT. 12, r912.] 


EARLY CARDIAC COMPLICATIONS OF RHEUMATISM. 








—_— 





. While endocarditis may occur: acutely in children as it 
does in adults, it more often occurs in a subacute and 
insidious form, and therefore its existence is frequently 
not known or. suspected until the heart is examined 
because of some other rheumatic manifestation. 

Now, if these be: facts, it is clear that when any child 
complains of pain in his joints, muscles, or tendinous 
structures, or of what are called “ growing” pains; or 
has subcutaneous nodules on his tendons or round the 
joints, or subperiosteal nodules on the bones ; or exhibits 
spots of erythema; or suffers from malaise and unex- 
plained pyfexia; or complains of pain in the chest, short- 
ness of breath, or marked pallor, he should be at once put 
to bed, and a systematic and most careful examination of 
the heart should be performed daily. Otherwise a large 
proportion of the cases in which cardiac mischief occurs 
will be missed altogether. 

In cases of cardiac involvement there is frequently an 
absence of subjective symptoms, and even when present 
they are often very insidious or marked by those of the 
parent disease. Therefore the diagnosis rests largely on 
physical signs. - Unfortunately, the physical signs are 
often vague and slight, and the diagnosis is then attended 
by extreme difficulty. There may be some quickening of 
the pulse. In my view, irregularity of the pulse is rarely 
of diagnostic value. If it is present, it is generally that 
variety which is called sinus irregularity, which comes 
within the normal and therefore is not indicative of any 
cardiac involvement. If the irregularity is due to the 
presence of extra-systoles, it should be remembered that 
these are merely indicative of an undue sensibility of the 
primitive cardiac tube, and are sometimes met with in 
febrile and other conditions: When .the irregularity is 
due to partial heart-block, the only inference which can 
be made is that the bundle of His has suffered damage, 
and this is usually temporary. An extra-systole too feeble 
to reach the wrist and partial heart-block account for 
almost all the cases of intermittent pulse in acute 
rheumatism. Complete irregularity of the pulse, indi- 
cating auricular fibrillation, is exceedingly rare. Simi- 
larly, enlargement. of the heart and a mitral systolic 
bruit are of no certain diagnostic value, since the former 
may be due to toxaemia or anaemia-as well as to carditis ; 
and. the latter may be due to simple dilatation or to 
anaemia. A tumultuous character of the apex beat, a 
preliminary prolongation of the first sound before the 
appearance of the murmur, the appearance of the bruit 
in the very early stage of the rheumatic infection, a soft 
b!owing quality of the murmur in contrast with a harsh 
quality, are all suggestive of involvement of the heart. 
A soft blowing aortic diastolic bruit is undoubtedly 
indicative of involvement of the endocardium, but is 
practically never heard during the early part of an 
acute illness. It is necessary to remember the possible 
existence of cardio-pulmonary murmurs. 

' It follows from the considerations mentioned that the 
points which conduce to successful treatment are prophy- 
laxis and early diagnosis. A counsel of perfection would be 
that every child of a family known to be “rheumatic” 
sould be examined at definite intervals, and also should be 
warned of “catching cold.” When any symptoms of the 
rheumatic series are suspected, the child should at once be 
put to. bed, and the heart should be daily examined during 
the active part of the illness and at intervals following it. 
If there is any doubt about the heart being involved or not, 
the patient should be kept in bed until all doubt is over. 
When there is no doubt that the heart is affected, absolute 
and very prolonged rest in bed is essential. We should 
endeayour to arrest the morbid process as early as possible, 
and to give the heart the best chance of the fullest possible 
repair. Antirheumatic treatment should be adopted. I 
faithfully carried out the method of administering sodium 
salicylate recommended by Dr. Lees in some cases, and, 
comparing the results with those when the drug was given 
by the ordinary method, am strongly inclined to believe 
that the former is the more efficacious. I have been dis- 
appointed with the results of Dr. Caton’s plan of treat- 
ment. I have not tho least doubt that, as in acute cases 
with fever from other causes, digitalis is ineffective in the 
early cardiac complications of rheumatism. This view 


conforms with our experience in a series of investigations 
dealing with the action of digitalis’on the human heart at 
the Mount. Vernon. Hospital for Diseases of the Chest. _. 





. Dr. J.-F. Hatts Datty (Londen)-said: This Section 
to-day has indeed been fortunate in having the benefit of 
the remarks made by Dr. Lees, as the result of his large 
clinical experience of so many years’ standing, and in 
hearing also what Dr. Poynton hes said from his special 
point of view. Starting with the conception that rheum- 
atism is an acute infective process, in all probability of 
specific origin, it is not far to seek why dilatation of the 
left ventricle is often present. I cannot agree with Dr. Lees 
that dilatation of the left ventricle is invariably present, 
although I think that this is true in the main of cases 
which are serious enough to be admitted to hospital. 
I have examined a very large number of school children, 
in a certain small proportion of whom physical signs 
of organic heart disease following upon rheumatic 
fever were discovered, but by no means all of these 
have shown dilatation of the left ventricle. In the 
treatment of acute rheumatism I think one is often struck 
with the rapidity and earliness with which dilatation of 
the heart occurs, the rheumatic poison acting on the 
myocardium and so producing a partial paralysis, with 
the result that one gets relative insufficiency of the 
valvular apertures, the relativity being proved by- the 
beneficial effect of the’ administration of the sulphates 
of sparteine and strychnine. I can hardly agree that 
dilatation of the right auricle is very easy to detect. In 
my clinic at the Heart Hospital I have been in the habit on 
many occasions of comparing the accuracy of percussion 
of many physicians, both British and foreign, with the 
evidence afforded by x rays, and after marking out the 
limits of dullness by blue pencil marks on the chest, to 
take the case to the z-ray room, where it was almost in- 
variably found that the left border of the heart was 
accurately defined whilst the right border could not be 
delimited with anything like the same certainty. This 
I believe to be due to the fact that the right auricle is 
affected by both cardiac systole and respiratory move- 
ments, so that the right limit of dullness is not a fixed 
line except in very engorged auricles. Again, is it abso- 
lutely certain that, in the cases of which Dr. Lees 
speaks, the left border of the heart coincides with the 
edge of the left. ventricle? Is the left ventricle 
in evidence at all, and may it not be pushed 
backwards when right-sided dilatation is present? 
As regards treatment, sodium salicylate, when used 
effectually, requires the following points to be observed: 
(a) Sodium bicarbonate is useful with it. (6) In many 
cases the cheapest .form of sodium salicylate gives us the 
best results, many being over-purified. Real natural sodium 
salicylate can seldom be obtained. (c) Each person must 
be tested as to what dose they can take (young children, 
a grain for a year). It is best to give it until the patient 
exhibits some head symptoms, as buzzing. (d) To deter- 
mine the necessity of repeating the doses, its excretion 
by the kidneys must be watched (average time twenty 
to forty minutes). It is best given every hour. (e) 
Vomiting seldom occurs from gastric irritation from any 
of the salts of this drug at present on the market. 
I have not found the blister treatment recommended by 
Dr. Caton of any avail. I should like to emphasize one 
point which Dr. Carey Coombs has just mentioned, 
namely, the occurrence of heart-block as a cardiac com- 
plication of rheumatism. In this connexion heart-block 
is usually temporary and not of high grade, manifesting 
itself as a prolongation of the As-Vs interval, and 
at times by dropped beats. Heart-block occurs in 
association with many acute specific infective processes, 
such as, for instance, pneumonia, influenza, and enteric 
fever, and there is sufficient evidence before us up to the 
present time, as the result of observations and of post- 
mortem records, that transient heart-block is not infrequent 
during the febrile stage, and if systematically looked for 
will be found in a larger proportion of cases than has been 
previously recognized. 


Dr. T. R. BrapsHaw (Liverpool) said: Since readin 
Dr. Lees’s papers on the use of salicylates I have employ 
them in large doses, and have been impressed with their 
value. In chorea they seem at least as useful as any other 
drug, and I always advise their being given a trial. As 
regards the sodium bicarbonate, I doubted the necessity 
for the massive doses: recommended, and .desire -informa- 
tion as to how they are to-be administered, since the 'solu- 
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bility of the salt is very limited. As regards the evidence 
of dilatation in children, I should like to draw attention to 
the alleged fact that the normal position of the apex is 
outside the nipple line until the age of 12. I believe the 
benefit that appears to follow the treatment of endo- 
carditis by blisters is due to the prolonged rest associated 
with it. The average stay in hospital of Dr. Caton’s cases 
which were blistered was about a fortnight longer than 
those not so treated. 


Dr. Lers, in reply, was glad to find that Dr. Abrams 
agreed that cardiac dilatation was very frequent in 
rheumatism. -But he pointed out that physiological 
investigation of the action of drugs on the healthy body 
might easily lead to wrong conclusions as to their effects 
in conditions of disease. No one would rightly infer the 
remarkable therapeutic effects of -mercury and digitalis 
from observations of their action in health. The same 
was true with regard to the application of ice. He 
strongly disapproved of the term “criminal,” as applied to 
conscientious treatment of disease, however inadequate it 
might appear to be. The pathological and clinical observa- 
tions of the subsequent speakers had been most instructive 
and valuable, and he entirely concurred with what they 
had said about’the necessity for preventive measures, and 
the importance of educating public _ opinion’ on this 
subject. ‘Those who~had doubted: the efficacy of sali- 
cylates had, unfortunately, not stated’ what doses they 
had employed. He entirely agreed with Dr. Hunter that 
antiseptic treatment of the throat’ and sometimes of the 
nose was very valuable. eu 





| DISCUSSION ON THE 
PATHOGENESIS, DIAGNOSIS, AND. MEDICAL 
TREATMENT OF GASTRIC ULCER. 


I,—Sir Bertranp Dawson, K.C.V.O., M.D., F.R.C.P., 
*. Physician to the London Hospital. Bist at 

My problem—and it is a difficult one—is to open the 
discussion on- this ‘big subject adequately, and yet not 
lengthily. ‘T will do my’best. he gees 

One of the difficulties of the pathology of ulcer is nomen- 
clature. Jt is’ first necessary to ‘distinguish. between 
lesions which are causal, and “those which are'incidental. 
“‘Erosions,” for, instance, are incidental lesions, resulting 
from multiple haemorrhages into’ or’ fromthe mucous 
membrane. -They are ‘small, irregular in ‘shape, have no 
tendency to spread, and heal rapidly—unless associated 
with the last-stages of life. + ie 

[ would suggest as convenient the terms, “mucous 
ulcer,” “chronic ulcer,” and “ acute perforated ulcer.” 

Mucous ulcer denotes a lesion limitcd to the mucous 
membrane and devoid of the features of inflammation. It 
has a rounded margin and gives the appearance of being 
punched out. It is usually a subacute condition, and in 
most instances has a tendency to heal completely. Some- 
times, however, the destructive process travels deeper, 
and if it progresses acutely develops into a perforated 
ulcer. If, on the other hand, the destructive process 
invades the walls of the stomach more slowly and becomes 
associated with a secondary inflammatory process, a chronic 
ulcer eventuates. Some might regard “acute” ulcer as a 
better term than “mucous” ulcer. I think, however, that 
the term “acute” is—from the clinical point of view— 
misleading. Mucous ulcers are not associated with acute 
symptoms, if haematemesis is excepted. Indeed, the 
symptoms specifically due to them are often conspicuous 
by their absence. It is better to keep the term “acute” 
for those few cases which forge rapidly ahead to perfora- 
tion. An ulcer is rightly called chronic directly the 
thickening of its edge commences. This means the 
involvement of the coats beneath the mucovs membrane, 
and the tendency to heal gets less as the destructive pro- 
cess widens and deepens, and the inflammatory thickening 
increases. The starting of ulcer is now established. It is 


due to digestion of devitalized patches of mucous mem- 
brane. Two factors are necessary—damaged anucous 
membrane and gastric juice. 

The sequence is shown in one of 4 


booklet handed round. It is from @ 


plates in the 
‘specimen in the 


Museum of the London Hospital. A blow on the ab- 
dominal wall damaged the mucous membrane of the 
stomach, and. led to: blood. effusion, aud. an ulcer sub- 
sequently formed owing to the action of the acid gastric 
juice on the damaged arca. .. ; 

A few years ago I did a post-mortem examination on a 
patient who died from haemorrhage following gastro- 
enterostomy. There was an acute ulcer at the stoma 
which had clearly resulted from haemorrhage round one 
of the stitches. The clot had devitalized the mucous 
membrane, and the gastric juice had digested out the 
ulcer. . In the 1910 volume of the Mayo Clinic there is an 
illustration of a similar occurrence. ; 

But the foregoing examples, though they bring out 
clearly how: damage to the mucous membrane can result 
in ulcer, cannot be the usual causes of such damage. 

There is a body of evidence to show that such causes 
are toxic and bacterial agencies which act directly on the 
gastric cells, or by producing interstitial haemorrhages. 

On the experimental side the work of Bolton stands out 
pre-eminent and convincing. ‘By injecting’ gastrotoxic 
serum into guinea-pigs’. stomachs he produced mucous 

\ ulcers... Other:toxins—for example, hepatoxin, enterotoxin 
\—produced ‘similar ulcers. ~ By neutralizing ‘the gastric 
(juice the formation of these ulcers was prevented. = : 

Turok has produced mucous ulcers in. dogs by feeding 
them on food infected with> cultures of the:colom bacillus. 

On the clinical side mucous ulcers are found’ associated 
with ‘toxic ‘and infective conditions—that: is, chronic 
nephritis, suppuration of the appendix, streptococcal and 
pneumococcal infections. The ulcers: following’ burns 
probably. belong to the same category.’ My colleague, Mr. 
Sherren, has shown me a picture of: an acute duodenal 
ulcer following ‘gangrene of the leg. ‘The ulcers associated 
with these conditions almest certainly form quickly, aud 
Bolton’s experiments show that gastrotoxin injected into 
guinea-pigs’ stomach walls can produce ulceration in from 
twenty-four to forty-eight hours.. But the infections which 
are the usual causes of mucous ulcers in man.are of lower 
grade and act more slowly:. The relation between chronic 
appendicular infection and ulcer, if established, would be 


an example of this... : 

I will pause fora moment to consider certain histological 
facts. : Mucous ulcer is often associated: with :changes 
characteristic’ of - gastritis ; sometimes the’. gastritis is 
general, and-at other times itis restricted to the region of 
the ulcer. : ‘The degree of gastritis: has even been observed 
to be niore sévere near the edge of the ulcer, which is most 
active.” Miller. has~shown that:in cases of gastric ulcer 
there is gastritis “with swelling of the lymphoid follicles, 
some of whicli become necrotic and* burst; and that inthe 
mucous.membrane outside ‘the ulcerated area there is a 
great increase of lymphoid tissue. These observations 
bring out that mucous ulcer is associated with gastritis, 
and that the microscopic appearances are compatible with 
an infective or toxic process. The gastritis and the ulcer 
are offshoots of the same morbid cause. 

I will now turn to the bacteriological aspect. Gastritis, 
presenting clinically the ulcer picture, may be associated 
with a low-grade infection. The same can be true in 
cases of mucous ulcer. I say “can” because I have not: 
yet investigated enough cases to be abie to draw gencral 
conclusions. The organisms most ‘often met with are 
those of the streptococcal group. There is not time on 
this occasion to go into this matter in great detail, but for 
those who are interested, I would refer them to a paper 
I published in the Lancet in the year 1911. I may say, in 
passing, that care has been taken to avoid the fallacy 
of the organisms found ir the stomach being merely 
swallowed. 

Though it is true that the healthy stomach is free from 
bacterial infection, this'is not true in disease. It is an 
interesting fact that though stomachs which are the site 
of a gastritis, and likely stomachs to be associated with 
mucous ulcer, may be found to be the seat of an infection, 
yet, on the other hand, I have found stomachs which are 
the seat of chronic ulcers sterile in the majority of the 
cases investigated. This observation, if it is confirmed, 
has, I venture to think, an interesting bearing on the 
problem before us. It might mean that though the search 
and cure of foci of infection may heal ulcer in the 
“mucous” or early stage, when once the chronic form is 
established such a line of treatment would be too late. 
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Further, a study of the bacteriology of the stomach 
brings out what is becoming increasingly evident from the 
clinical standpoint—namely, that we cannot look upon the 
sastro-intestinal tract as made up of watertight compart- 
ments. Just as, physiologically, one portion of. the tract 
depends upon the other, so there is a close relationship 
between the morbid processes of the different regions. 
The relation betwecn gastritis and septic conditions of the 
gums and’ pharynx on the one hand, and morbid con- 


ditions of the bowel on the other, is now a matter of ; 


knowledge, and many cases have been published where 
the symptoms associated with such conditions have 
clinically resembled those thought formerly to be charac- 
teristic of gastric ulcer. A further correlation is suggested 
when one recalls the occasional associaticn of gall stones 
and haematemesis due to cholecystitis and gastritis, but 
without any ulcer being demonstrable at the operation. 
The following example is an illustration of the corrcla- 





. Fig. 1.—Mucous ulcers in the region of the pylorus, containing 
i remains of blood clots. 


tion ‘between the stomach and other regions of the 
alimentary tract: ; 

A man, aged 42, had had digestive disturbance on and off for 
some years. The manifestations comprised furred tongue om 
waking in the morning, fetid breath, a dull aching pain after 
food, with flatulence, constipation, and sometimes with mucus 
in the stools. During an attack the throat would often be the 
site of a chronic pharyngitis, and the tonsils, though only 
moderately enlarged, would be congested. The gums were 
swollen, but were not a marked feature. In the course of his 
ill health he twice had attacks suggestive of appendicular colic. 

Cultures were taken from the throat and the fasting stomach 
during an attack, and a little later the appendix was removed 
and was found to be chronically inflamed, judged both from 
the naked-eye appearances and from careful microscopical 
examination. ‘The appendix contained at the time of removal 
thick muco-pus under tension., Cultures of this muco-pus and 
cultures from the stomach and throat were submitted to my 
colleague, Dr. Bulloch. Streptococcus pyogenes was found to 
be the greatly predominating organism in all three, and all 
of them: gave:precisely the same fermentation results when 
submitted to Gordon’s tests. 


Removal of the appendix improved but did not cure 
this patient, and his condition was subsequently still 
further improved by a. vaccine prepared from the strepto- 
coccus isolated from the stomach. I would submit, there- 
fore, that there are strong grounds for supposing that 
Certain forms of gastritis, mucous ulcer, or the two condi- 
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tions in association, are caused by toxic or infective pro: 


; cesses; that such processes have their origin either in the 


stomach or away from it; that the prime focus of infec- 
tion may be in one case the tonsil, in another the colon; in 
another the appendix, and so on; that mucous ulcer and 
gastritis do not produce symptoms which render them 


: Clinically distinguishable one from the other. 


Chronic Ulcer. 

The cvidence goes to show that this is a development 
from the mucous ulcer. It is the destructive process of 
the mucous ulcer extended into the deeper coats, with the 
added feature of inflammatory thickening, It is limited, 
like the mucous ulcer, to the hydrochloric acid area of the 
alimentary tract, and both mucous and chronic ulcers are 
found in the- same stomach. As Bolton has shown, 
the transition from the acute to the chronic ulcer can be 
demonstrated microscopically. It is the inflammatory 
thickening which constitutes the chronicity, and as soon as 
that thickening has commenced in the submucous coat the 
ulcer is rightly styled chronic. From that moment its 
ability to heal will get less in proportion as the thickening 
progresses. The exact cause of the inflammatory thicken- 
ing is not precisely determined, but it is suggestive of an 





Fig. 2.—Uleer showing further stage. _ Muscular layer exposed in ~ 
the floor and commencing changes in the surrounding tissue. 


effort at repair. The more chronic an ulcer becomes the 
less responsible is the microbic or toxic agent which has 
produced the originating mucous ulcer, and the more 
prominent become the effects of the gastric juice. This is 
supported by the bacteriological examination of fasting 
contents. Of-fourteen chronic ulcers thus examined I 
found the: cultures remained sterile in ten. It is the acid 
juice, the duration, and the contraction of the muscular 
coat which prevent the ulcer healing. 

The clinical picture of ulcer has undergone a great 
change. Whereas, formerly, the patient was most often a 
young woman, who had pain after food relieved by vomit- 
ing, with or without haematemesis, now the patient is 
more often a man, is over 30, and food more often relieves 
pain than produces it. The differences in age incidence in 
the two groups is strikingly shown in Fig. 5. 

The change is due to surgery. We naturally give most 
weight to what we see, and the latter picture is frequently 
demonstrated, whereas the former is not. Whereas it is 


true that before the days of gastric surgery we had a very 
imperfect conception of the frequency and importance otf 
chronic ulcer, which was often. hidden under diagnosis of 
acid dyspepsia and hyperchlorhydria, now the tendency is 
the other way, and chronic ulcer is apt to be looked upon 
as comprising the whole problem, 
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- In pre-operation days there is no doubt that*ulcer wes 
too readily diagnosed where it did not exist and not suffi- 
ciently diagnosed where it did exist... If.haematemesis 
was associated with epigastric pain, relieved by vomiting, 
a diagnosis of ulcer was the rule. i 
Gtadually it has been shown. that this was an incorrect 
view, that there~are other causes“besides ulcer which 
produce haematemesis; that the- bleeding may have a 
diffuse as well as ‘a. focal origin from the mucous 
membrane, ~~ ats © 
i 'Pliere are cases which clinically. resemble .uleer ; that 
is, ‘inanifest tle pain, vomiting, haeniatemesis ‘picture, 
-and yet;;when-they are operated on-and the stomacha is. 
‘opened, rio ulcer is present.*-I have observed many of such 
casés, and will mention’ one‘of-special interest. They occur 
‘far more often in women tlian ~ - 
in men. 2s 


A woman, aged 19, had suffered 
for several weeks from pain ‘im- 
mediately after food, eased by 
vomiting, and ‘shortly before 
admission to hospital brought up 
a pint of blood. . Examination 
of the blood'showed a secondary ~ 
aneemia. : Gh, wehaeewdee .. -< 

On examination there was deep 
tenderness. to the right ofthe . = 
epigastrium, and the stomach 
was somewhat distended with gas. 
Her tensils, though only moder- 
ately enlarged, were very septic. 
The ‘gums, as a. whole,- were 
healchy, though round one tooth 
there had been some pyorrhoea. 

At | the operation, -by Mr. 
Furnivall, the stomach was 
first opened, and its inside 
thoroughly. explored by means 
of the speculum. At the very 
commencement: of this examina- 
tion haemorrhage was seen to 
start;in the cardiac region of 
the stomach from three separate 
spots, and was considerable in 
amount. These spots were care- 
fully examined, but no abnor- 
mality of the mucous membraneé- 
was detected... The rest of the 
mucous membrane- of. the sto- 
mach; and the pylorus looked 
healthy. The gall-bladder region 
and duodenum were healthy. A 
portion of the stomach ‘all was 
removed and examined micro- 
scopieally- by my colleague, Dr. 
Turnbull, who reported it to be 
normal. Previous examination 
of the fasting contents had 
shown on culture’ a_ diplo- 
streptococcus. At the -same 
operation - the appendix ap- A 
peared to be healthy, and was 
removed. 





But although pre-operative 
clinical records of ulcer in- 
clude cases which were not 
ulcer, I would suggest that ' ‘er 
many such, whether ulcers or 
not, have the same basal 
origin. At outset. they are | 
infections manifesting themselves—one ‘as gastritis with 
mucous ulcer, another as gastritis alone. ee ede 

I recall two patients of the factory ‘girl ‘type, pre- 
senting the same symptoms, the one with septic gumis. 
and an ulcer, the other with géstritis and colitis, but: 
no ulcer. soe , gah 

The gastritis of the anaemic girl, which bulks largely in 
many ulcer records, would often seem to have ‘its origin 
in the colon; no doubt mucous ulcers are sonictimes 
present, the majority of them healing under treatment, but 
here and there a perforation or chronic lesion developing. ; 
A practical difficulty is that such developments may occur 
without clear warning. There is ‘clinical evidence which 
suggests that a chronic ulcer can form in a comparatively 
short time, and on the experimental side Bolton has had 
an ulcer assume defined chronic features in three weeks 
with indrawing of rugac. 

Chronic ulcer, unlike mucous ulcer, has a definite clinical 
picture of its own. It is more common amongst men than 
women. On the stomach side of the pylorus the sexes are 
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Fig. 3.—Perforated duodenal ulcer (A). Several mucous ulcers 
of the stomach. ; 





equalgewhile on the’ duodenal side the men are twice as 
numerous as the women.” Taking all the cases, the 
duodenum is more often the seat than the stomach. Most 
of the patients are over 30. 
Pain.—The dominant feature. ofiathe picture is pain. 
“Take away my pain, and I shall be well,’ the 
patient seems to say—so different this from the victim 
of malignant disease! In the majority of cases 
access of pain will occur from cne and a half to 
three hours after a meal, the longer yperiod~ being 
more often associated with duodenal location, and 
it will, except in bad’ cases, be eased by food 
and alkalis. If the pain occurs at night and pre- 
vents sleep, or still more if*it? awakes out of sleep, 
it is’ significant. In the minority of cases the pain 
; is made worse by food, and 
occurs a few minutes to half 
-an-hour after a meal. The 
expression “hunger pain” is 
a good one, provided it is 
understood that a diagnosis 
cannot be based on it alone. 
Hunger pain, for instance, 
may be a feature of neuras- 
thenia, and as such ‘will be 
cured by bed or a_ holiday. 
When the ulcer is aggressive 
or the history lengthy the 
pain may become constant, 
food may make it worse, 
alkalis will give but very 
slight relief, and there may 
be exacerbations with ~ some 
resemblance to a cclic. Loss 
of weight will then ensue, 
and the patient may wear an 
aspect suggestive of malignant 
disease. : 
The actual cause of pain in 
ulcer is an interesting problem. 
The ulcer itself is not the direct 
cause, for it has been shown 
that the mucous membrane of 
the stomach is insensitive ; 
and, further, although the pam 
disappears during the remis- 
sion between the attacks, it is 
well established that the ulcer 
itself does not necessarily heal. 
The pain is probably produced 
by muscular tension and spasm, 
and in certain cases by involve- 
ment of the peritoneal surface. 
That spasm. of the pylorus 
should play a prominent part 
in pain production is quite in 
keeping with our experience of 
pain associated with spasm of 
other sphincters of the body. 
Pyloric spasm explains tlre 
colic attacks that occur in con- 
nexion with ulcer, and the 
; pain in the epigastrium which 
often ushers in an attack of acute appendicitis. 

No certain relation is established between the position 
of the pain and the position of the ulcer, but pain to the 
right of the ‘middle, line suggests ulcer near the pylorus, 


‘and pain to the left of the middle line ulcer of the 


posterior wall. . Heartburn and acid cructations are 
common, though bulky expulsions of gas are not. 

Vomiting is a familiar though not a constant feature, 
and it follows the pain. Where the pain is late the vomit 
is watery and acrid, and contains only a small amount of 
food. .Where the pain follows food, the vomit consists of 
the food eaten. | - 

‘Haematemesis and Melaena.—As a part of the uleccr 
picture, these are helpful features, though diagnosis should 
never await their appearance. HH haematemesis occurs as 
an isolated event, it should not be hastily concluded that 
an ulcer is present, especially if the patient is young and 
of the female sex. Nor is diagnosis urgent, for, in my 
judgement, it should be. a rule of practice not to operate 
for haematemesis.as:an emergency, 
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Fig. 4.—THREE SKIAGRAMS FROM THE SAME PATIENT (Female, aged 40). (Radiograms by Dr. Gilbert Scott.) 


(a) Immediately after bismuth meal ; shows bismuth held up in 
upper portion of stomach. Note small portion @) passiig ‘through 


tirst constriction. 


Periodicity. — The ,.second 
striking feature of {chronic 
ulcer is the periodic appear- 
ance and disappearance of its 
symptoms. Jt comes and 
goes. When an attack appears 
it does so without apparent 
cause (unless sometimes it can 
be traced to a bout of 
strain and anxiety),.and after 
enduring for two or three 
weeks disappears. During the 
attack there is a regularity 
in the sequence of the sym- 
ptoms, and the latter have 
none of the erratic appearance 
and disappearance from day 


to day which characterizes. 


gall bladder disease. 

_ A consideration of the objec- 
tive findings will now follow: 
Epigastric tenderness is pre- 
sent in many conditions, the 
more localized it is the more 
likely is an anatomic lesion 
to exist. Gall bladder trouble 
will often give identical signs. 
Cutaneous hyperaesthesia I 
have never found of assistance 
in diseases of the ‘upper alli- 
mentary tract. 

Test Meals. — Imperfect 
emptying of the stomach is 
evidence of value, and may 
be present long before the 
gross evidences of obstructed 
pylorus are apparent. It is 
brought out by giving a test 
supper, and including in the 
latter an article of food easy 
to identify, such as carrots or 


raisins. ‘The next morning the ordinary test breakfast is 
given, and when that breakfast is withdrawn, it is noted 


(c) Two hours after the meal; shows a further progress 
of the bismuth, the upper portion now half empty. 
Note bismuth passing pylorus, and portions (11) in small 
intestine, demonstrating absence of any pyloric stenoses. 
At operation two constrictions due to chronic simple 
ulceration were found in conformity with the plates. 


siderable proportion of ulcer cases. U 
of increase vary in different series of observations. The 


(bd) One hour after the méal ; shows bismuth in both the upper and 
lower portions of the stomach. 
fundus of the stomach is now visible. 


A second constriction (11) at the 


whether there are :any rem- 
nants of the supper of the 
night before. The finding of 
such remnants, in conjunction 
with a high acidity and with 
scanty show of bacteria and 
torulae, is en 3 suggestive of 
early pyloric obstruction, due, 
it may be, to spasm, commenc- 
ing stenosis, or both. 

In malignant disease the 
remnants would be less clean- 
looking and often coffee- 
coloured, the acidity would be 
low, and bacteria and torulae 
would be more evident. On 
the other liand, in some 
cases of duodenal ulcer, thie 
stomach empties itself with 
undue rapidity. 

Acid Content.—In this 
connexion, let me say that 
hyperchlorhydria has come 
to be a confusing term, 
sometimes having a chemical 
and at other times a clinical 
significance. Acid content 
I base on free HCl and total 
acidity. Estimation of organic 
acids affords but little assist- 
ance, and the same applies 
to “combined hydrochloric 
acid.” For clinical purposes 
it is important that chemical 
tests should be quick and 
easy of application, and they 
must justify their existence 
in proportion as they are 
cumbersome. Without doubt, 
both total acidity and free 
HCl are raised in a con- 
The actual figures 
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explanation of this variation may be due to differences 
of race, climate, and habits; but also, I suspect, to the 
proportion of duodenal ulcers, for the latter show, on 
average, a larger and more constant increase of acidity 
than the ulcers on the gastric side. 

For England no better guide could be taken than the 
results contained in the excellent paper of Panton and 
Tidy. These authors put normal total acidity at 40 to 50, 
and normal free HCl at 0.1 per cent. In 44 gastric ulcers, 
confirmed ‘at operation, total acidity varied from 34 to 86, 
and free acid from 0.06 to 0.21 per cent. In 20 duodenal 
ulcers total acidity varied from 43 to 105, and free aci 
from 0.08 to 0,3. 

It follows that raised acidity, especially raised free acid, 
is a positive sign of value when taken in conjunction with 
other evidence, but it is not present in all cases. 


Micro-organisms.— Bacteriological examination of the 


stomach in ulcer, provided there is no associated infection 
of the mouth, nose, and pharynx, shows scantiness or 
absence of microbes. This is a point worthy of attention, 
for in other gastric conditions the findings are different. 

Radiography.—Bismuth meals help us to form an 
opinion as to the motility of the stomach, and as to 
whether there is an adequate exit’ at the pylorus. They 
further are valuable in disclosing deformities. of the 
stomach of the hour-glass type.* Hertz has shown by 
bismuth méals that the motility of the stomach is en- 
hanced in duodenal ulcer, a view which is confirmed by 
the rapidity with which a test meal will often leave the 
stomach in these cases. 

Diagnosis. 
Systemic disease may wear the guise of stomach trouble, 


but seldom presents difficulty to the experienced clinician. 
The conditions which do present difficulty are: 


1. Malignant disease of the stomach. 

2. Gastritis secondary to chronic infections elsewhere, 
and especially gastric disturbance caused by diseases 
of the gall bladder, appendix, and colon ; and lastly 

3. Hyperchlorhydria of unknown origin. 


In the diagnosis of chronic ulcer the features which 

will ke most helpful are : 
1. The pain. 
2. The constancy of the pain—food sequence. 
3. The periodicity of the attacks. 

In gall bladder dyspepsia, for exainple, the pain, tender- 
ness, and even the acidity, may closely resemble ulcer, and 
there is often a certain amount of soda relief; but the 
great difference is that the gall bladder symptoms do not 
show constancy. They even vary from day to day. One 
day they will be marked, and the next day the patient 
may be in comparative comfort. There is usually more 
gas in the gall bladder than in the ulcer case. Needless to 





* The skiagrams on page 939 bear on this point. The paper was 
—— by many more pictures than it has been possible to 
reproduce, : j Sa 
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say the history is important, but even if this bifags out 
colic one has to bear in mind that colic pain is sometimes 
a feature of ulcer. 

Appendicular and colonic dyspepsia may closely simu- 
late ulcer. Often there has been no attack of appendicitis 
to help. Epigastric pain, due to an appendix, is a con- 
stant grumble, less related to food than in ulcer, and cften 
aggravated by jolting or exercise. Moreover, the free and 
total acidity are more often down than up. Tenderness 
over the appendix should always be looked for in gastric 
cases, and the bowel washed out and the contents 
examined.. Again, where. there are. manifestations sug- 
gestive of ulcer, the careful examination of mouth, nose, 
and pharynx should not be forgotten. But with all the 
care possible, in the present state of knowledge mistakes 
will sometimes be made.: 

The existence of cases of recurring acid dyspepsia with 
raised acid content, but independently of an anatomical 
lesion, has been a matter of some controversy. I think 
such cases do exist, though, no doubt, many of them thus 
classified in the past have had either ulcer or appendicular 
infection as a basis, as Moynihan has repeatedly empha- 
sized.” The presence of ulcer is easily established at 
operation, but with the appendix it is difficult to deter- 
mine what amount of deviation from the normal justifies 
a verdict of guilty. Appendices and their contents necd 
to be examined thoroughly and systematically to clear 
this matter up. We have to watch ourselves lest 
the appendix becomes the refuge of the . destitute 
diagnostician. 

Cancer is clinically unfolded in three ways: 

1. There is the patient with an excellent health record, 
who loses appetite and strength; he, perhaps, has lost but 
a few pounds, but has wasted at the back of the neck and 
the backs of the hands; there is gastric discomfort rather 
than pain, and there is a feeling of depression and failing 
vitality. Abdominal examination discloses nothing, but a 
test breakfast will disclose lowered or absent free acidity. 

2. The patient has been liable to dyspepsia for years, 
and these symptoms have recently become aggravated, and 
perhaps a tumour appears. 

3. With this group the difficulty is great. The patient 
gives a history of recurring attacks, conforming in type to 
those of gastric ulcer. Failure of flesh and strength have 
supervened ; yet the acid content may still be raised. 
Cancer has become grafted on ulcer. 

These cases are very difficult to be sure about, and 
exploratory operation’ is needed. 


Treatment. 


Keep the alimentary tract clean and healthy, and ulcer 
will be less frequent;'keep gums and teeth free from 
sepsis; treat tonsillar and naso-pharyngeal infections. It 
needs to be emphasized that there is all the difference 
between action and evacuation of the bowels. Faecal 
stasis is consistent with regularity in defaecation. An 
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infection may start high or low in the tract—a low grade 
gastritis, colitis, or appendicitis, or one may follow the 
other. Reasonable feeding is important, because it enables 
stomach and intestine to functionate well. The gastritis 
associated with mucous ulcer is of a toxic character, and 
there is no evidence that the irritative gastritis—say, of 
tea and alcohol—carries with it any special proneness to 
ulcer. 

Mucous Ulcer.—Our inability to diagnose mucous ulcer 
from the gastritis which accompanies it is of no practical 
moment, fer the treatment is the same. The danger lies 
in missing an ulcer which is becoming chronic or one that 
is threatening to perforate.. The points to pay attention 
to are the persistence of pain and tenderness after the 
patient has been put to bed and the history of previous 
illnesses. In mucous ulcer and gastritis the symptoms 
disappear quite quickly, and light solids and even iron are 
tolerated in a few days; whereas, if there is an. ulcer 
becoming chronic, the tenderness and pain and intolerance 
to solid food persist longer, and there will often be a 
history of previous attacks. 

The of the mucous ulcer to treatment is a 
contrast to that of the chronic ulcer. The great thing is 
rest. With this, with milk or light solid diet, with the 
treatment of the cause, and with bismuth and soda for a 
few days, followed by iron and arsenic, the cases respond 
promptly—so different- to the difficulties with chronic 
ulcer. . 

Chronic Ulcer.—Whatever be the cause of ulcer, it is 
abundantly clear that acidity of gastric juice plays an 
important-part both in its production and its continuance. 
An essential element in its. treatment, therefore, is to 
remove the causes of excessive acidity, whether those 
causes in any given case reside in the stomach or outside 
it. It is further necessary to prevent the accumulation of 
acid, especially when there is no food in the stomach, or, 
failing this, to bind or neutralize it. There is no doubt 
that an ulcer on the road to healing will be set back by a 
bout of acidity. The pain that will sometimes awaken 
a patient at night is a symptomatic expression of this 
fact. 

The motility of the stomach is seldom diminished, 
sometimes the reverse—for example, duodenal ulcer. The 
aim should be to limit its movements to what are required 
for the voiding of food and gas. 

Rest of body in bed will rest the stomach, for thereby 
movement is diminished, and the food requirements are 
lessened. 

Food must be such as to promote the least stomach 
effort. Milk (except in individuals who. do not tolerate 
it) is the best to commence with, and it should be 
continued for three weeks. Eggs may be given with 
it. After three weeks the diet may be extended. Food 
must be finely divided and easily digestible, given in 
small quantities every two to three hours, with a 
dose of alkali at the intermediate hours. This will 
provide for the day, but the stomach must not be left 
to itself at night, or acid will form, pyloric spasm 
will be set up, and the healing work of the day will 
be undone. A dose of alkali (pulv. dyspepticus, con- 
sisting of bism. carb., sod. bicarb., and mag. carb.) before 
going to sleep, and even food or alkali in the middle 
of the night, may be desirable. Sometimes food alone 
is sufficient, but—keep down the stomach acidity at 
night. 


Surgical Treatment. 

Every physician should be acquainted with the rationale 
of operative treatment, and should be jointly responsible 
with his .surgical colleague for its employment. It. 
follows that the principles underlying an operation, as 
distinct from its ique, are within the sphere of a 
physician, and therefore of this discussion. 

Where there is a structural narrowing at the pylorus 
the indications for gastro-enterostomy are as clear as the 
mode by which it gives relief. In no other gastric con- 
dition does the.operation give such excellent results. Here 
I would urge that structural pyloric stenosis should not 
await diagnosis till such obvious signs as visible peristalsis 
and bulky vomitings have put in their appearance. Careful 
routine examination, including such means as test supper, 
pe and the bismuth ‘meal, will usually disclose the 
condition — : 





When there is no structural stenosis the way in which 
gastro-enterostomy helps is not so clear. Some say that 
for such conditions as ulcer of the duodenum and the 
lesser curve it is unsound treatment. Arbuthnot Lane 
holds this view. 

I think the facts definitely show that chronic ulcers, 
wherever situated, are benefited by short-circuiting, 
though cure can be spoken of with more confidence 
where the ulcer is near the pylorus than elsewhere. 
Some results recently published in the Lancet by 
Sherren speak eloquently as to the efficacy of the 
operation. 

The reason why gastro-enterostomy is more successful 
now than it was is not only because of improved 
technique, but because—unlike formerly—it is only done 
in suitable cases to achieve -clearly defined objects, 
and not as a thoughtless remedy for any intractable 
gastric case. . 


The Modus Operandi of Gastro-enterostomy. 


When the stomach contains food the stoma affords an 
alternative route. If the pyloric spasm is considerable, 
as it is likely to be with an.ulcer near the pylorus, the 
stoma is the route of least resistance, and far less vigorous 
peristalsis is required to drive the contents through it than 
through an irritated pylorus. _No doubt, as the ulcer heals, 
some of the food resumes the normal route; but the stoma, 
unguarded by a sphincter, remains as a safety-valve, ready _ 
for use if, on occasion, an over-vigorous peristalsis is called 
forth, whether from excessive or irritable contents or from - 
hyperacidity causing pyloro-spasm. 

When the stomach is empty of food the stoma prevents 
accumulation of acid juice; and, further, the alkaline fluid 
from the proximal loop passes through the stoma and helps 
to neutralize the stomach acid. "“?Phis is. an advantage 
which gastro-enterostomy has—namely, it better guards 
against-relapse. ; 

The hyperacidity stage which precedes ulcer may 
operate in silence, and no symptoms appear till ‘the 
mischief is done, whereas a stoma is an exit for acid juice - 
and food contents, and possibly an inlet for alkalinc 
secretion. In other words, gastro-enterostomy is a better 
precaution against recurring irritation, and, if the liability 
of ulcer to pass into cancer 1s confirmed, the argument for 
its use is correspondingly stronger. 

In some instances where a diseased appendix has been 
found concurrently with ulcer of the body of the stomach, 
the appendix has been removed and the ulcer excised, and 
no gastro-enterostomy done. This is a procedure well 
worthy of trial, and is being tried by surgeons here, and 
by the Mayo Clinic in America. It is thought that 
appendicular trouble can produce pyloric spasm and 
hyperacidity as well as chronic infection, and the 
sequence in the above type of case may have been— 
a ix mischief, pyloro-spasm, mucous ulcer and 
hyperacidity, and y, ‘chronic ulcer. Removing the 
appendix would remove the cause, and excising the ulcer 
the effect. 

As removing the appendix at the time of gastro-enteros- 
tomy can be usually effected without material addition to 
the risk, there is an advan , considering the relation 
that can exist between it and the stomach, in so doing, 
always provided that the appendix is thoroughly examined 
and on. 

As to the conditions which should favour medical or 
operative treatment, they may be stated as follows: | 

If there is no evidence of structural stenosis, medical 
treatment should be employed, and will often completely 
succeed. It must endure for three months. If, after 
such treatment, return to conditions of employment causes 
relapse, or. if every few months there is a periodic return 
of symptoms, even though such he slight, emphatically 
operative interference should be advised.  Hyperacidity 
and imperfect emptying of the stomach would likewise 
support operation. at any time there is-evidence of 
progressive structural stenosis operation should never be 
delayed. 


Haematemesis. 
In a proportion, of cases severe —- 
isolated phenomenon, and without any 0 


occurs as an 
er manifesta- 


tion of disease. Under such circumstances the rule should 
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be, Do not operate for the immediate condition, and for 
these reasons: ; 


1. Medical treatment usually succeeds. 

2. A blanched patient is a very unfavourable subject 
for operative interference. 

3. The bleeding may have no focal origin, but arise 
from multiple points, and thus be incapable of 
arrest by mechanical ineans. : 


The above considerations have greater force if the 
patient is young and of the female sex. 

Although operation is inadvisable for the haematemesis 
itself, it might be wise to operate for the conditions under- 
lying it as soon as the patient has sufficiently recovered. 
There is no need to withhold food for more than thirty-six 
to forty-eight hours after an attack of haematemesis, 
which is about as long as the patient's disinclination 
lasts. Milk and egg (well beaten) in small quantities help 
the patient’s healing powers and bind the acid juice. 
Light feeding after haemorrhage was Sutton’s teaching 
twenty-five years ago. 

But little reliance can be placed on rectal feeding. The 
amount of food absorbed is small, and however carefully 
the rectum is washed out, it is difficult to avoid putrefac- 
tive changes. The sweet smell of the breath, and even 
the smell of the patient, do not encourage the continuance. 
Where feeding by mouth is not permissible, I think a 

tient will often do better with saline injections and 

iving on his own tissues than with rectal enemata. 

Post-operative treatment should never be forgotten. 
Heavy physical or mental work ought to be avoided for a 
long while. There should be a period of “half-steam.”’ 
Food should be first-cooked and easily digestible. Drink 
should be taken at the end of or between meals, not at meals. 
Alcohol should be avoided, except with the last meal of 
the day, when sometimes in small quantity it will do 
good. Long intervals without food must be studiously 
avoided. Hyperacidity is benefited by cream, olive oil, or 
cod-liver oil, taken twice daily between meals. 

Heavy labour does upset some gastro-enterostomy cases. 
When such symptoms do arise, a day’s rest in bed will do 
most good, followed by a period of careful dieting and 
resting before the last meal of the day and an alkaline 
mixture. 


II.—Rosert Saunpsy, M.D.Edin., F.R.C.P., LL.D., 
Professor of Medicine, University of Birmingham. 

Professor SaunpBy said: I congratulate the Section 
on the admirable manner in which this subject has 
been introduced, and wish to emphasize a few points 
upon which there is little or no difference of opinion 
among teachers and writers on the subject, but which 
are not sufficiently appreciated by practitioners. These 
are (1) the difficulty of diagnosis, and hence the need 
for the uniform treatment of all cases that present a 
certain group of symptoms; (2) the absolute necessity 
for insisting upon rest in bed in all cases where the 
presence of a gastric ulcer is reasonably suspected ; (3) the 
futility of the old starvation method of treatment, but the 
propriety of early feeding in proportion to the tolerance of 
the stomach. The chief indication for surgical | inter- 
ference is the evidence of pyloric obstruction, which 
should be sought for by the administration of a test meal 
containing currants, the stomach being washed out at the 
end of six hours and the washings examined for remains 
of food. Recurrent attacks after long intervals suggest the 
need for surgical help, but the decision must in such case 
rest upon its special circumstances. Interference for 
haemorrhage only is deprecated by surgeons; in my prac- 
tice it had often been considered but never undertaken, 
and I have had no occasion to regret its omissicn. 


TiL—J. Micnetn Cuarke, M.A., M.D., F.R.C,P., 
Physician, Bristol General Hospital. 

Dr. J. Micugett CiarKe- said: Confining my remarks 
to cases in which a gastric ulcer is the primary lesion, 
the first point I wish to deal with is the apparent dis- 
crepancy between the older medical statistics as to the 
age and sex. incidence of gastric ulcer, and those more 


_recent ones derived from the results. of operations on the 
stomach and-from post-mortem examinations. -'The former | 





showed a great predominance of the female sex and of 
persons below 35 years of age; in the latter men are as 
often, or more often, affected as women, and the average 
age is 40 or over. Obviously the cases that come to 
operation or to post-mortem examination are more severe 
than the great majority of those that we are accustomed 
to treat in the medical wards, and to see go out relieved of 
their symptoms after a few weeks. 

‘If for the moment we accept, for the sake of argument, 
the classical symptoms of gastric pain, aggravated by 
food, vomiting, often with relief of pain, and haema- 
temesis, with or without melaena, as indicative of gastric 
ulcer, and reinvestigate such cases, they fall naturally 
into two great groups, the first corresponding to what 
has been called by Sir Bertrand Dawson the mucous, 
and is also called the acute, ulcer, and the second to 
the chronic ulcer. We shall further find that a dividing 
line of age separates these two groups, the great majority 
of the first occurring under 30 or 35 years of age, and of the 
second after that age. Ido not, of course, mean to say 
that a chronic ulcer never occurs below the age of 30 to 35, 
nor an acute ulcer after that age; but generally speaking, 
the clinical course of the cases under consideration is 
distinct before and after that age—in the former females 
predominating, in the latter males being as numerous as, 
or more numerous than, females. 

Proceeding in this way, I have taken the last 150 con- 
secutive cases diagnosed as a gastric or duodenal ulcer — 
either acute or chronic, under my care in the Bristuh 
General Hospital. No especial distinction is made between 
a gastric and duodenal ulcer. Further, I should add that 
cases admitted during the’ same period for an actual 
perforation would not be included, as they would pass 
directly under the care of the surgeon, and a further small 
number would be also directly admitted to the surgical 
wards for operation for other complications of ulcer. 

Of these 150 cases, 32 were between the ages of 15 and 
20 years; of these, 3 were males and 29 females; 19 were 
admitted for the first attack, 13 for recurrence with a 
history of one or more former attacks. All recovered from 
the attack; none of them had any further haematemesis - 
after admission; the average stay in the hospital was 
three weeks; one was operated upon for perigastric 
adhesions. ‘ 

There were 55 cases between the ages of 20 and 30— 
2 males and 53 females; 19 again were admitted for first 
attacks, 36 for recurrent attacks; the average duration 
from the first attack was two and a half years. -Again - 
there were no deaths, and the patients left the hospital 
relieved of their symptoms—at any rate, for the time; ' 
the average stay in hospital was four weeks. Two cases 
had a fresh haematemesis shortly after admission. It is | 
interesting to note that in 3 cases a gastro-enterostomy 
had been done at another hospital for a former attack, and 
that in each ‘the symptoms returned as badly as ever at 
intervals of one to three years after the operation. There ° 
were 63 cases between the ages of 30 and 50, and I have 
included with these one patient of 56 and two of 62 years 
of age; 30 were males and 33 females; 11 were admitted 
for first attacks; there were no deaths amongst these 11, 
and the majority were women under 35. Fifty-two gave a 
history of former attacks—27 males and 25 females—and 
the average duration of symptoms was four and a half 
years. One case had a return of haematemesis soen after 
admission. There were 9 deaths in this group, or 18-per 
cent. nearly ; 1 died from perforative peritonitis, 2 from 
haemorrhage, 4 died later from cancer occurring at or 
near the site of a chronic ulcer, and 2 after gastro- 
jejunostomy, of whom 1 died from pneumonia. In 7 cases 
there was marked dilatation of the stomach from chronic 
ulcer near the pylorus; in 5 of these a gastro-jejunostomy 
was done with relief of symptoms, 2 refused operation ; 
2 were successfully operated on for perforation, 1 for an 
hour-glass stomach, and 2 for perigastric adhesions. 

The above results are simply those that occurred whilst 
the patients were in the hospital; I have not attempted to 
trace the after-history of the patients. Without laying 
undue stress on a limited number of cases, I think they 
illustrate that the cases fall into two groups on an age basis, 
and that the cases of chronic ulcer occurring over the age ~ 
of 30 to 35 fairly correspond to the results derived from — 
operative and - post-mortem work—especially when we ~ 
remember that. the cases admitted for a-perforated’ ulcer ’ 
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are not included—in the long duration, frequency of com- 
plications, for example, dilatation of stomach, perigastric 
adhesions, severe haemorrhages, high mortality, and often 
persistent hyperacidity of gastric juice. About the actual 
lesion in these cases there is no dispute; the cause is a 
chronic ulcer. Thecases below 30 form an equally distinct- 
tive group. The marked features being (1) the low 
mortality ; (2) tendency to recurrence, with intervals of 
considerable length of freedom from symptoms, contrasting 
in this respect with the chronic ulcer in which the sym- 
ptoms, once established, are more constant or recur at 
shorter intervals; (3) less severe pain; (4) sudden onset 
and cessation of haemorrhage; (5) hyperacidity not so 
marked; (6) absence of complications. Though perfora- 
tion and fatal haemorrhage may occur they are very in- 
frequent. This absence of complications may be connected 
with the superficial character of the lesion. 

There is much less unanimity as to the nature of the 
lesions in these cases. They have been attributed to: 
(1) Haemorrhagic erosions; (2) the condition named by 
Hale White “ gastrostaxis”’; and (3) to acute gastric ulcer. 
Now, the conditions under which haemorrhagic erosions 
are found post mortem, for example, differ very -greatly 
from those present in these patients, whilst those found in 
the acute gastric ulcer as experimentally produced in 
animals by Dr. C. Bolton correspond very closely, as he 
shows, in respect of (1) the short duration of symptoms ; 
(2) the tendency to heal; (3) the rare occurrence of profuse 
haemorrhage unless an artery is accidently involved ; and 
(4) the sudden onset and cessation of haemorrhage. I 
therefore conclude that in the large majority of cases 
under 30 to 35 there is a clinical condition corresponding 
with the experimentally produced acute ulcer, although 
some cases may own a different pathology; whilst in 
patients above that age the symptoms are due to a 
chronic ulcer, the pathological causes of which are at 
present uncertain. 

In passing to the clinical causes of gastric ulcer I would 
first of all note its greater frequency in hospital patients 
than in those of a better social. position. It seems 
to me that this greater frequency may be connected 
with the much greater prevalence of defective teeth 
and oral sepsis in the former, owing to the neglect 
of their teeth by the poorer classes, to the dis- 
eases of the tonsils, pharynx, nose, and accessory 
sinuses being also more common in them, and 
the considerable ‘differences in the matter of dietary 
between the lower and the middle and upper classes. 
The working classes, especially young women, often live 
on a diet which consists largely of bread-and-butter, tinned 
foods, and tea. Such foods are slow of gastric digestion, 
and excite more copious flow of gastric juice than those 
more rapidly digested. Dr. C. Bolton found in _ his 
experiments that .the action of gastrotoxin in pro- 
ducing acute ulcer of the stomach was favoured by the 
presence of HCl. 
the acute ulcer may be the swallowing of toxins from the 
mouth, throat, or nasal passages, and of these septic 
teeth would be far the most important source, aided b 
an over-acidity or too long maintained acidity of the 
gastric contents. Of course I do not mean to say that all 
vases of ulcer can be thus accounted for—we all know that 
gastric ulcer may occur with perfectly good teeth and 
without sepsis in the mouth, throat, or nose—but I believe 
that these factors play a very important part in its causa- 
tion. Sometimes, again, the source of infection may be 
in the food. There is considerable difficulty in under- 
standing the recurrent attacks in acute or mucous ulcer. 
To meet this some authorities have postulated a diathesis 
to ulcer. However this may be, an important part in 
the production of ulcer is probably played by the 
lymphoid tissue, which is abundantly present in the 
gastric mucous membrane; is it possible that in- 
dividual variation in its amount may partly account 
for varying susceptibility to ulceration of the gastric 
mucosa? Again, it is possible that the recurrent 
attacks in acute ulcer are simply due to recurrent in- 
fections by toxins derived from one of the sources above 
medica and constantly present there, and the intervals 
of freedom to periods of acquired immunity. One of the 
problems requiring solution is the relation of the acute to 
the chronic.ulcer. The great difference in the sex and age 


It seems that an important cause of 4 





relations between the two.groups points to some differences. : 


in etiology. It is obvious, I think, that the great majority 
of cases of acute do not pass on into chronic ulcer. The 
history of the two groups is clinically different. At the 
same time in a certain number of patients we do geta 
continuous history which seems to point to the occasional 
passage of acute into the more serious form of chronic 
ulcer. Dr. C. Bolton has shown the 4 importance of 
delay of.the stomach contents during digestion in prevent- 
ing an acute ulcer from healing, and possibly spastic con- 
traction of the pylorus due to an ulcer in its vicinity or 
motor insufficiency of the gastric wall from severe anaemia 
or other causes of debility may, by causing delay in empty- 
ing the stomach, bring about the transition of the acute 
into the chronic form. In the causation of chronic ulcer 
_ —_ I believe abuse of alcohol to be an important 
r. 

In the diagnosis of ulcer little help is to be gained from 
physical examination except in those chronic cases in 
which dilatation, hour-glass stomach, or perigastric 
adhesions are present, but in all cases I attach importance 
to local tenderness when present. Decided tenderness is 
not found in merely dyspeptic conditions and is suggestive 
of a breach of mucous surface; at the same time, it is not 
always present. Without going fully into the differential 
diagnosis from cancer, I would merely draw attention to 
one point, and that is the occasional occurrence of a very 
large haemorrhage (of bright red blood) from the stomach 
as the initial symptom of cancer. Two cases of this kind 
have occurred in my wards during the past twelve months. 
In one woman it was the first symptom of ill health, and 
she vomited from 2 to 3 pints of blood. In the other case, 
a man, the amount was also large, and he was only 
42 years old. Nowadays age seems to be of small account 
in the occurrence of cancer of the stomach, which cannot 
be excluded on this score. Initial profuse haematemesis, 
under such circumstances, may easily lead to a mistaken 
diagnosis of ulcer. -More often a large -haematemesis, if it 
occurs at all, and it is not very common in cancer, takes 
place towards the end of the illness, or is the immediate 
cause of death. I may also mention the importance of 
examining the faeces for small quantities of blood— 
“ occult haemorrhage ’—both in diagnosis and in watching 
the progress of a case. 

Treatment.—In the first group, those under 30 to 
35 years of age, a large number come under treatment for 
recent haematemesis in greater or less amounts, but rarely 
so great as to threaten life. In most hospital patients the 
haemorrhage has occurred one or two days before or on 
the day of admission, and experience shows that it rarely 
recurs in macroscopical amounts. As a rule, when the 
patient has once been put at rest under treatment 
haemorrhage ceases for that attack. Return of haemor- 
rhage only took place in my cases in about 3 or 4 per 
cent. Very often there have been not one but several 
attacks of small or moderate haemorrhage during the 
previous two or three weeks before admission. 

Very small quantities of blood—* occult haemorrhage” — 
will, however, often be found in the faeces for seven to ten 
days after admission, and for such patients absolute rest is 
necessary—nothing by the mouth for twelve hours except 
water to moisten the lips, then water for twenty-four to 
forty-eight hours with rectal injections of normal saline, or of 
normal saline containing dextrose and sanatogen or'soma- 
tose. At the end of thirty-six to forty-eight hours to begin 
Lenhartz’s diet. It is unnecessary to keep these patients 
on rectal — any longer, as the haemorrhage does not 
recur, and rectal feeding weakens the patients and means 
a protracted convalescence. 

In my experience these patients do extremely well on 
Lenhartz’s diet and soon lose their pain. There ’is a con- 
stant loss of weight for the first ten to fourteen days on 
this diet, afterwards a steady gain. The directions as to 
absolute rest must be rigidly carried out. The patients 

enerally go out in good condition at the end of a month. 
i do not use the icebag over the stomach. Some caution 
is necessary in putting the patienton to pounded meat, as 
it is apt to give pain at first, and I often omit the rice 
included in the diet, as it does not suit all patients. As a 
rule no medicine is required, except iron in the anaemia 
cases, when I use 348s-3j doses of the 12 car- 
bonate. The bowels are moved by enema, orif there is a 
foul tongue by mist. alba.. Adrenalin has + useful 
in cases -when haemosrhage continued, and in the occasional 
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cases where it is severe and repeated the question of 
operation has te be considered: This decision is often one 
of great. difficulty; operation for haemorrhage in these 
cases gives unsatisfactory results and is to be avoided if 
possible. . 

In these cases gastro-jejunostomy is not to be advised, 
as ‘the patients get well from the attacks, and as the 
eperation does not prevent a recurrence at some - future 
time, as is illustrated in the three instances I have given 
above. Further knowledge of the etiology is much to be 
desired,:as the urgent need in these cases is to be able to 
prevent a recurrence of the attacks. In this connexion it 
is most important that in every case the teeth should be 
thoroughly attended toand oral sepsis got rid of ; similarly 
any disease in the throat, nose, or accessory sinuses 
should receive careful treatment. It is possible” that 
attention to these matters, care as to proper mastication of 
food, and a diet, when this is wrong, regulated accordingly 
to physiological rules, may do much to prevent recurrences. 

the small number of cases in which the disease 
seems to pass into the chronic form of ulcer the treatment 
will be adapted to that variety. 

With regard to the treatment of the second group of 
chronic ulcer a certain number may get well and keep well 
on similar lines of treatment; even greater care with 
respect to diet is n for a very long time afterwards, 
or perhaps permanently if they are to remain well. More 
often a relapse soon occurs, or some complication is 
present which demands more active measures. 

Apart from perforation and its sequelae the conditions 
for which a gastro-jejunostomy should be advised’ are 
(1) continual pain or discomfort, unrelieved after a fair 
trial of: medical measures, and which is making the patient 
an invalid, «(2) persistent dilatation, (3) “hour-glass” 
stomach, (4) perigastric adhesions; (5) severe and repeated 
haemorrhage:. If possible operation for haemorrhage 
should: be done in the interval between. the attacks ; the 
decision:as te whether or not operation should: be done at 
onee in cases of ‘severe haemorrhage from.a chronic ulcer 
is often most difficult to decide: Another question which 
requires decision is whether m operations for perfora- 
tion of a chronic ulcer a gastro-jejunostomy should be 
done as well, provided the patient's condition is good 
enough.’ From-experience of a few cases who continued 
to be liable to’ severe symptoms, including large haemor- 
rhages, for years after an operation for perforation had 
been done, I am inclined to answer this question in the 
affirmative. 


TV.—Witi1m Hunter, M.D.Edin., F.R.C.P., 
Assistant Physician, Charing Cross Hospital. A 


Dr. Witu1am Honter said: With regard to the patho- 
genesis, I. wish to add that I have made many 
thousands of microscopical examinations on the mucous 
membrane of. the alimentary tract, and have almost in- 
variably found an infection by staphylococcal and strepto- 
coccal micro-organisms. Gastric ulceration is: more 
common. than is generally supposed, and often accompanies 
gastritis, as Sir Bertrand Dawson has said. Later, the 


ulcer may- become indurated, and the ulcer may be pre- . 


vented from healing by the acid gastric juice. The 
importance of oral sepsis has not been exaggerated. It 
should be the first duty of the physician to remove every 
source of possible infoction in the mouth. One other 
point is important, namely, the value of the temperature 
chart. A removal of the infective source. causes an 
immediate drop in the temperature, and the patient 
ultimately is discharged free from gastric ulceration. 
Remedial measures are all-important and essential, but 
the, most. important procedure is to remove the under- 
lying cause. Septic gastritis has-been responsible for 
quite three-quarters of the cases of stomach disorder 
under: my care. .. The bactericidal power of the gastric 
juice is never complete in health, and for the greater 
part of. the day is» poor and insufficient to check infec- 
tion.. ‘This factor has been, and is being, overlooked. 
The most important treatment is treatment by antiseptic 
measures. These should be directed-to the mouth; for 
the infection..comes from above and not from below. I 
have not experienced the need for surgical help of which 
others have spoken. ‘-» | £0 





V.—C. H. Mitzer, M.D., 
: _ . London. : : 

Dr. C. H. Mitier said’: My observations on gastric 
ulcer are based chiefly on the histology of a number 
of stomaélis examined post miortem, from snippings 
of mucous mem e removed in life during operations 
on the stomach. Any form of ulcerated stomach 
found post mortem was examined, and those in which 
malignant disease of the stomach was found were dis- 
carded. Sections were cut in paraffin of the following 
parts of the stomach: Pylorus, fundus, lesser and greater 
curvatures, from edges of ulcers and the stomach wall 
néar an ulcer. These were stained with haematoxylin 
and eosin, with orcein or Weigert’s stain for elastic fibres, 
with Van Giesen’s stain for white connective tissue fibres, 
and a few with Pappenheim’s stain. Other stomachs 
were examined in which ulcers did not exist. Some diffi- 
culty occurred with regard to post-mortem ulceration, and 
various measures were tried to prevent it, ‘But no method 
met with success, and as it was always worse in those 
who died slowly I came to the conclusion that the 
so-called post-mortem digestion sets in during the last 
hours of life. ~ 

The stomachs examined may be classified into two main 
groups: (1) Those with definite general disease of the 
vascular system; (2) those in which no general vascular 
disease could be found. With regard to the former, it is 
well known that ulcers of the stomach occur in certain 
forms of heart disease which are associated with multiple 
infarction of the usual organs, such as spleen and kidney. 
It has been contended that all ulcers of the stomach are 
due to vascular interference causing local ischaemia, and 
when no definite infarctive agent could be found it was 
suggested that arterial spasm would account for it. 

But ‘whatever may be the value of this view, it is quite 
certain that gastric ulcers may be caused by emboli and 
by other morbid conditions of blood vessels. Perhaps the 
commonest condition is endocarditis of the mitral valve, in 
which there are many systemic emboli. In many of these 
cases the stomach is found to be full of blood, and when: 
this has been washed away numerous small ulcers are 


seen in the mucous membrane. They are most common 


at the fundus, and are seldom deep. Microscopic examina- 
tion reveals the blocking of small arterioles in the sub- 
mucous layer by particles of thrombus. Immediately 
over the blocked vessel the mucous membrane is necrotic 
and in places ulcerated. Frequently the ulceration has 
reached the submucous layer and caused destruction of 
the coats of the blood vessels, and this is the explanation 
of the free blood in the stomach. There are many other 
examples of ulceration following embolism. Of my series, 
heart disease was the commonest origin of embolic 
— and general miliary tuberculosis accounted for 
a Iéw. 

An interesting case was one in which there was gangrene 
of a large piece of small intestine. The spleen was 
enlarged, and the diagnosis of “splenic anaemia” had 
been ‘made during life. In the stomach were numerous 
shallow ulcers. Further examination revealed a morbid 
condition of all the veins in the tissues that were examined. 
In the submucous layer of the stomach -the veins were 
extensively altered in all layers. The adventitia was 
thick’ and dehse; the media was thick, granular, and 
irregular, and the usual appearance of unstriped muscle 
was lost. The intima was rough and irregular, the cells 
unrecognizable as endothelium ; in some places there were 
heaped-up collections of cells in the intima. In this way the 
lumen was narrowed, and shreds of adherent clot were seen 


fin many places. In this case the gangrene of the intes- 


tine and the ulceration of the stomach were probably due 
to the same condition—thrombosis of diseased veins. From 
such cases it is justifiable to argue that the integrity of tho 
mucous membrane is directly dependent on the condition 
of the submucous blood vessels, both arteries and veins. 
But it is not permissible to argue from such cases that 
all gastric ulcers are due to such causes. In other words, 
embolism and thrombosis can and do cause ulceration, but 
as these conditions are not always present they cannot be 
the only causes. 

Turning to the larger group in which gross vascular 
disturbance was not present, the most important and 
most constant change was found in the lymphoid 


follicles of ‘the stomach. Atténtion’ lias been drawn to, 
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-them by many observers; Dr. Beaumont described 
“boils” in the. stomach of Alexis St. Martin. The 
late Dr. Samuel Fenwick used to teach the importance 
of these follicles in the causation of gastric ulcer. . Dr. 
Soltan Fenwick has described them very fully, and to him 
sbould be given the chief credit for the first full account 
of their behaviour. My observations were made inde- 
pendently and with the object of seeing what histo- 
logical changes could be associated with gastric ulcer. 
First non-ulcerated stcm:chs were examined from sub- 
jects who had died from accidental causes other than 
burns. In tbe infant lymphoid follicles were. absent, in 
the child of 2 years they were scanty, in the adult they 
were well marked. The chief situations were in the lesser 
curvature and at the pyloric opening. In these regions 
the follicles were large and situated in groups. In the 
fundus the follicles were small and separate, being similar 
to the solitary follicles of the large intestine. 

In old age the follicles of the lesser curve and pylorus 
were smaller and fewer. 

An attempt was made to find changes in the stomachs of 
dyspeptics, but the difficulties were very great owing to 
the lack of material, for the majority of those who may 
have suffered from some form of dyspepsia came to the 
post-mortem room for other causes. i ; 

Briefly, the histological changes found in dyspeptics 
were the following: 

(a) In the mucosa. In many there were no discernible 
changes in the cells. In some there was a shortening of 
the mucous membrane, giving it a stunted appearance. 
In a few there was a definite increase in the number of 
oxyntic cells. : 

(6) The muscularis mucosae was thickened in some 
stomachs. The conne:tive tissue fibres underlying the 
epithelial cells were thickened, cnd showed up clearly 
with Van Giesen’s stain. 

(c) The lymphoid follicles were increased in size and 
number. In some they stood up above the level of the 
mucosa. 

(a) The submucous layer was thicker and denser than 
in the normal stomach. Collections of round cells were 
common in this layer, and in some there was a diffuse 
local round-celled infiltration. Plasma cells were con- 
stantly found when Pappenheim’s stain was used. In the 
pylorus there were sometimes lymphoid nodules in the 
submucous layer. - 

The chief features were increase of lymphoid tissue, 
fibrosis of connective tissue layers, and stunting of the 
mucous membrane. Several cases died from severe 
hiematemesis, and post mortem there was no visible ulcer. 
Many sections were cut from various parts. 

The chief changes were found in the lymphoid follicles. 
In many cases throughout the stomach they were swollen 
and necrotic. In a few. sections they had partly or entirely 
sloughed away, leaving some lymphoid cells on the 
muscularis mucosae, ‘and a great round-celled infiltration 
of this layer and the submucous layer. Many inflamed 
follicles could be found in these stomachs, and the condi- 
tion was apparently one of acute general inflammation. 
In some of these stomachs there were. areas where 
perforation had almost taken place. Those in which 
perforation had taken place presented the same changes, 
but owing to the possibility of the inflammation extending 
from the peritoneal coat inwards, their histological 
appearances may be of mixed causation. 

In some cases the submucous vessels were surrounded 
by areas of haemorrhage in the connective tissue layer. 
It is justifiable to infer that in these cases the lymphoid 
follicles burst and exposed the underlying tissues to the 
action of the gastric juice. The failure to see macroscopic 
ulcers may be due to the redundant mucous membrane 
covering over the gap, and the contraction of the muscular 
layers which would be stimulated by the gastric juice. It 
is worthy of note that in some of these sections there was 
an enormous number cf oxyntic cells. They were found 
in cases of chronic gastric ulcer characterized by remark- 
able constancy. . , 

The points of interest are not so much in the ulcer as 
in the non-ulcerated parts of the stomach. Ina large 
number of cases chronic ulcers are multiple. But in nearly 
all in which a chronic ulcer is visible small shallow ulcers 
can bo found by careful search, Apart from these ulcers 
the changes in other parts of the stomach are similar to 


follicles. become necrotic and _ burst. 





those that .are seen in the dyspeptic stomach, the differ- 
ences being of degree only.. They are an increase in size 
and number: of lymphoid follicles, fibrosis of the sub- 
mucous layer, round-celled infiltration of the submucous 
layer. In the fibrosed areas there were changes in the 
arterioles, a thickening of the adventitia, and endarteritis 
of the intima. Many sections showed excess of oxyntic 
cells. In the floors of chronic ulcers where arteries were « 
exposed the arterial wall was necrotic and the coats 
separated. Between the coats blood corpuscles were seen. 
nae was thus formed a dissecting aneurysm on a small - 
scale: - 

A brief review of some of the historical views of gastric 
ulcer may be considered at this point and their bearing on 
the present subject illustrated. Hunter believed that the 
vitality of the cells protected the stomach: from | self- 
digestion, but Barnard and Pavy showed that livin 
tissues, such as a rabbit's ear, rset t be digested. Barnar 
further pointed out that the superficial layer of mucous 
membrane was constantly being dissolved during life and 
as constantly replaced. Pavy showed that if a strip of 
mucous membrane was removed from a small-area no . 
digestion of the deeper. layers took place, provided - that 
the circulation was intact. This led him to think that the 
acidity of the gastric juice was normally neutralized by 
the alkalinity of the circulating blood. The importance 
of circulatory disturbances was demonstrated by Virchow 
and Cohnheim. The work of Mathes threw more light 
on the subject. He pointed out that there is a larger area 
of mucous membrane than of the other coats and that the 
mucous membrane is arranged in folds. When a small 
piece of mucous membrane is removed from the stomach 
of a healthy living animal, the denuded area is imme- 
diately covered over by the redundant mucous membrane. 
If a larger piece is removed, the bare area is made smaller 
in the same way; and in addition the exposed muscular 
layer responds to the stimulation by the gastric juice and 
contracts. To prevent this action of the muscular layer 
Mathes sewed a glass ring to the peritoneal coat with 
sutures passing through and fixing the muscular coats. 
He then removed the mucous membrane corresponding to 
the area of thering. But even then the denuded surface 
was covered over without permanent ulceration. Having 
failed to produce a lasting ulcer in this way he repeated 
the operation and left some 0.5 per cent. hydrochloric 
acid in the stomach: The animal was killed four weeks 
later and an open ulcer found. He concluded that 
hyperchlorhydria is the most important factor in gastric 
ulcer. 

Turning to the points upon which histology has a bear- 
ing, interference with the circulation in the submucous 
layer leads to a condition in which the mucous coat loses 
its vitality over the affected area and is digested. In 
the other stomachs, in which there was no primary 
vascular disturbance, it may be assumed that lymphoid 
If the mucous 
membrane is pliant and redundant and the other coais.are 
not: fibrosed, it is quite possible for the deficiency to be 
covered over atonce. If, however, the mucous seabed is 
short and the other coats are stiffened by fibrosis, the 
covering over will be more difficult, or even impossible. 
Further, if the vessels of the submucous layer are 
damaged, causing haemorrhage or thrombosis, there is 
a chance of the necrotic area extending anda large ulcer 
being formed. The presence of l&rge numbers of oxyntic 
cells in some of these stomachs is remarkable when the 
importance of hypeegnioen eae, as stated by Mathes 
and others, is considered. This is, of course, hypothesis ; 
but the results of this histological examination show that 
when an area of stomach becomes necrotic, either from 
vascular changes or from inflammation of lymphoid tissue, 
ulceration can take place and become lasting. These two 
factors are the most important as far as my observations 
go. There are certainly other factors which can cause 
cell destruction in the gastric mucosa, but in many 
stomachs it is possible to demonstrate that the changes 
are. inflammatory and that the process of inflammation 
leads to the self-digestion of stomach wall by the gastric 
juice, the ulceration being started from a lymphoid follicle 
and extended by the damage to the submucous vessels. 
Histological examination also explains how gastric 


haemorrhage can occur without any macroscopic loss 
of tissue. 
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VI.—Professor Vaucuan Hartey, M.D., 
- London. 

Professor VaucHan Haruey said: In the majority of 
cases of gastric ulcer the diagnosis can be easily arrived at, 
although there appear to be cases where, unless haemor- 
rhage occurs, it is impossible to say whether one is dealing 
with @ simple case of hyperchlorhydria, or really gastric 
ulcer. ' 

Pain. 

The symptoms of gastric ulcer are, first, pain, which is 
sup’ to be more or less typical of the condition, 
especially when coming on immediately after taking food. 
In practice it is found that the pain commences at various 
times after taking food. The pain that occurs some hours 
after food is more likely to be due to simple hyperchlor- 
hydria. This pain, due to hyperchlorhydria, can be dis- 
tinguished clinically by the fact of the taking of food 
causing a relief of the pain, which gradually recurs some 
hours afterwards. The typical pain of gastric ulcer is a 
more or less raw sensation or burning when the stomach 
is empty, which becomes shooting or penetrating imme- 
diately, or some hours after taking food. The painful 
area may be localized or diffuse. It is generally augmented 
by pressure, and the = may describe the pain as 
going through to the k. This back pain, which tends 
to be situated in the dorsal region, on a level with the 
eleventh or twelfth vertebra, slightly to the left side, is 
very significant. The principal pain of gastric ulcer, which 
is more marked on pressure, is situated in the epigastrium, 
and tends to be to the left side of the median line. Not 
uncommonly there is a cutaneous painful area over the 
game region, which is only present on slight pressure, and 
4elieved on deep pressure. 


: Appetite. 

The appetite is, as a rule, good, and the patient is more 
inclined from the fear of the pain caused by the taking of 
a meal to diminish the diet, than from any bona fide loss 
of appetite. The dread of the consequent pain may lead 
to starvation, with consequent loss of weight. 

Waterbrash and heartburn are not common symptoms 
of gastric ulcer. In some cases a burning sensation is 
complained of in the oesophagus or between the shoulders. 
This sympton, however, is principally due to the presence of 
the hyperchlorhydria, and is not really due to the gastric 
uloer, 

Vomiting. 

Vomiting is certainly not a constant symptom, and, 
when there is no pyloro-spasm or organic constriction of 
the pylorus, causing retention of the gastric contents, 
vomiting is usually due to the hyperchlorhydria. It would 
appear as if the increased acid accumulations in the 
stomach cause peristaltic unrest, leading to the opening 
of the cardia and the ejection of the stomach contents, 
which is immediately followed by relief to the patient. 
The emesis of gastric ulcer occurs at the height of the 
pain, and usually causes cessation of the pain. 

The excess of hydrochloric acid often leads to pyloric 
spasms, as the excessive acid contents, entering the duo- 
denum, cause the tight closure of the pylorus, which in its 
turn allows the food thus retained to cause a greater 
secretion of hydrochloric acid and aggravates the hyper- 
chlorhydria. 

The great advantage of, bismuth or olive oil in treating 
gastric ulcer is that it has a soothing effect in those cases 
where there is a tendency to pyloric spasms, even more so 
than the ordinary aoutealiahen action of an alkali. 

The vomit in cases of gastric ulcer varies with the 
interval since food has been ar The longer the interval 
since the taking of food the better digested the stomach 
contents appear to be, the food being, as a rule, well 
digested, indicating an active secretion and, as a rule, good 
gastric motility. “The vomit has a very sour taste, and 
the patient may complain of its sourness. 


Chemistry. 

A chemical analysis of the stomach contents after a 
test meal is certainly of value in doubtful cases of gastric 
ulcer. The e of the stomach tube in a case of 

astric ulcer is by some contraindicated: In no case have 
had any bad results, but, if the diagnosis is clear, it is 
unriecessary. In all doubtful cases of gastric ulcer one 
need not hesitate to use a soft stomach tube after Ewald’s 





test breakfast. If there is no cere oy straining, the 
use of the stomach tube is certainly less dangerous than 
the violent retching caused by vomiting, and washing out 
the stomach may give great relief to the patient. The 
stomach contents should be removed for analysis about 
one hour after the test meal. 

The quantity of stomach contents is found not to be in- 
creased, as the motility of the stomach in simple gastric 
ulcer tends to be increased rather than diminished. If, 
however, there is any pyloric spasm causing retention, one 
may obtain an emaaetl quantity of sto: contents, the 
same as one finds in organic obstruction of the pylorus. 

The stomach contents on examination will be found to 
be well broken up, and the toast in fine division instead of 
large lumps, as one finds in cases of catarrh, which indi- 
cates an active motility of the stomach wall as well as a 
good secretion. 

Lactic acid will generally be found present in small 
quantities after an ordinary Ewald’s test breakfast has 
been given, as a small quantity is present in the diet 
taken, but, if Boas’s oatmeal soup has been employed as a 
test meal, lactic acid will be found to be absent. 

In simle cases of gastric ulcer, butyric acid will be 
found to be absent, and only in cases of severe pyloric 
spasm or organic stricture of the pylorus, leading to reten- 
tion of the food in the stomach, wil butyric acid be found 
to be present. 

The various tests for free hydrochloric acid will give a 
very marked reaction. Riegel was first to demonstrate 
the fact that excess of hydrochloric acid is present in the 
majority of cases of gastric ulcer. In some cases, how- 
ever, there may be no excess of hydrochloric acid, and 
there are a few observers who record gastric ulcer 
accompanied with hypochlorhydria. Personally, in the 
numerous .analyses which have come under my own 
observation, I have never had a single case of gastric 
ulcer in which hypochlorhydria has been present, and I 
am inclined to believe that in most cases the hyperchlor- 
hydria is the primary cause of the true gastric ulcer. 

In the eo table I have put together the 
analytical results of three cases of simple gastric ulcer 
and compared them with three cases of gastric ulcer 
in which some obstruction in the region of the pylorus 
was demonstrated at the time of operation. It will be 
seen that in the first group butyric acid was absent; 
in the second group butyric acid was present. 

The presence of some hindrance of the passage of food 
through the pylorus will be easily demonstrated after the 
administration of a bismuth meal by the examination of 
the stomach contents by means of 2 rays. 

The stomach tube may, after Ewald’s test breakfast, 
show that the gastric contents contain some of a previous 
day’s meal, where one has distinct pyloric obstruction, 
and it is in such cases that operative interference is. 
called for. 

In the first group the total acidity is seen to vary from 
88 to 94, as against the normal acidity of gastric contents 
after Ewald’s test meal of 40 to 60. 

The volatile acidity, as estimated by my method,’ 
varies from 2.4 to 3.6, while I have found in normal cases 
the gastric contents yield a volatile acidity afr Ewald’s 
test breakfast varying from 2 to 5. 

On comparing the results of the analysis in simple 
gastric ulcer with the second group, one sees the total 
acidity varied from 74 to 92 in the cases where there was 
some pyloric obstruction. 

In these three cases of protic obstruction the volatile 
acidity varied from 6 to 10.4, so that there was distinct 
indication of increase of the volatile acids by quantitative 
analysis. 

In the first group of cases the total hydrochloric acid, 
as estimated y Prout-Wynter’s method, is seen to vary 
from 0.36 to 0.42 per cent. P 

The free hydrochloric acid in this group varied from 
0.02 to 0.04 per cent. 

In the second group, where there was some pyloric 
obstruction, the total hydrochloric acid was almost exactly 
similar, varying from 0.36 to 0.41 percent. ——s_ 

_The free hydrochloric acid was, however, scmewhat 
— varying from 0.03 to 0.08 per cent. 
e filtered fii contents are seen rapidly to digest. 
carmine-stain > fibrin, sothat there is evidence of pepsin 
being present in normal quantity in cases of gastric ulcer; 
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Analysis of Gastric Contents. 4 
| Qualitative. c Quantitative. | 
| a, ci gets ae, ch ae Qos > Sea EE temernas aie kee ee hae es 
Group and Number | ‘Quéntity. | ae Pe | HCl.—Prout-Wynter Methoa. , Digestion 
: “iets | Lactic Butyric : Total | Volatile Td Meaedl SG Se 
; | ee | HCl. | Acid. Acid. Mucus. Acid.* | Acid.* | | P 
| | Total. Ere, teid ee 
ca its | pK 
Gnrovp I.--Simple Gas- | | 
tric Ulcer. | : 
E. 142 ici 75 Acid +? | 0 0 Trace 88 3.6 0.36 0.04 0.23 0.09 2 
Mee... | 240 at FE = 0 0 92 2.4 0.40 | 0.03 | 0.27 0.10 4 
aci j ; | 
Bi o88F ss _ Acid = | 0 0 0 94 3.0 0.42 | 0.02 0.29 0.11 4 
| | 
ae \——- ee 
GrovuPp li—Gastric | 
Ulcer with Pyloric 
Obstruction. | 
OF | eee ee | 870 Acid 5 | io i i 88 6 0.40 ~— 0.04 0.28 0.08 2 
H. 102 ... wt ~ a Acid + | - + 14 6 0.36 | 0.03 | 0.25 0.08 3 
L. 128 ... at 150 Marked | ++ |Trace| + + 92 10.4 0.41 | 0.08| 0.23 mF 6. 
| acl | | ‘ | 





* Expressed in c.cm. of 75 N. solution of NaOH. 


this confirms what one finds in practice—that peptonized | 


foods have no advantage in feeding patients suffering from 
gastric ulcer. 
Haemorrhage. 

There can be little doubt that in all cases in which one 
has a possible gastric ulcer, unless there is haemorrhage, 
it is difficult to come to a definite diagnosis, as all the 
symptoms of gastric ulcer may be due to simple hyper- 
chlorhydria. In fact, the diagnosis of hyperchiorhydria 
as against gastric ulcer may be impossible without the 
confirmation of haemorrhage. This, however, is of 
academic interest, as the patient suffering from  so- 
called gastric ulcer or severe hyperchlorhydria is principally 
interested in the cure of his condition and not in its 
exact pathological significance. 

On the other hand, one can have little doubt that cases 
of gastric ulcer are unrecognized—in fact, cases of per- 
foration may occur with no previous symptom of indiges- | 
tion. The importance of haemorrhage, therefore, is all 
the more manifest, either as haematemesis or melaena. 
As arule melaena occurs one or two days subsequent to 
the actual haemorrhage. 

If vomiting occurs, the vomit usually contains coffee 
grounds, which can easily be recognized chemically. In 
some cases of profuse haematemesis the patient vomits 
blood containing. clots, and in most cases patients and 
their friends are very much impressed by the large 
quantities of the vomit, out of all proportion to the size 
of the haemorrhage. A case of haematemesis is followed 
by tarry stools. In cases where one has haematemesis, 
before one makes a diagnosis of gastric ulcer one must 
exclude other possible causes of haemorrhage, such as 
hepatic or cardiac disturbances, etc. 

A further symptom which accompanies gastric ulcer is 
chronic constipation, which is most important, since it has 
to be specially guarded against if one hopes to get a cure. 

Perforation is undoubtedly the most frequent cause of 
death in gastric ulceration, and may occur at any time, so 
that one always has to be on the Icok-out for its earliest 
symptoms. There is no doubt that, as soon as the 
diagnosis of perforation is made, immediate surgical help 
should be called in. 


Treatment of Gastric Ulcer. 

All experimenters have practically found that in animals, 
if the mucosa is injured, it rapidly heals, and undoubtedly 
the same thing occurs in man. 

The presence of an excess of hydrochloric acid tends to 
hinder the healing process, and it has been found that it 
is essential to keep the stomach at rest as far as possible, 
and not actively secreting, if one wishes rapid healing of 
the ulcerated surface. 

It would appear, then, that the rational treatment of 
gastric ulcer is to try to inhibit the secretion and obtain as 
complete a rest as feasible for the stomach. 

By keeping the patient in bed one helps to rest the 
stomach, and by starvation one tends to diminish the 
secretion of hydrochloric acid, if not to stop it altogether. 





























+ Filtered gastric contents and carmine fibrin. 


Undoubtedly, this is an ideal method of treatment, but 
the way in which each practising.physician tries to obtain 
this result differs to some extent. A great mistake which 
one is apt to make is to be in too great a hurry to allow 
the patient food, or to discontinue the complete rest in bed 
prematurely. In my experience the rest in bed is as 
important as the abstinence from food, and I believe tle 
rest of mind is also advisable and almost as important as 
the bodily rest. It is as well, therefore, that the physician 
should have the assistance, when feasible, of a thoroughly 
reliable well-trained nurse, who will act as a good watchi- 
dog, and see that the patient is not upset by bis too kind 
relatives and friends. The ideal sick-room should be an 
abode of peace, and the visits of sympathetic friends, as ° 
far as feasible, discouraged, as they invariably make 
suggestions of how certain friends of theirs. have becn 
treated or ought to have been treated, or, to cheer up the 
patient, they even tell of how somebody has just died of 
the same complaint. In severe cases I prefer to have a 
rest cure. The patient should also, at any rate at first. 
avoid all mental fatigue, and therefore reading should be, 
at the commencement, prohibited. Through the early 
stage of the treatment complete rest in a prone position 
should be insisted on, and, if it is a case of recent haemor- 
rhage, an icebag or cold-water coil over the stomach 
seems to be useful. Whether or no the ice to the 
epigastrium has really any effect I have never been quite 
clear in my mind, but undoubtedly the patient is made 
to keep very inuch quieter, and probably the psychical 
effect may be of value. 

In cases where pain is the most prominent symptom, 
there is nothing like a large linseed poultice, well covering 
the abdomen, which should be changed frequently. Also 
it is sometimes advisable, when the pain no longer requires 
the poultice, to apply some simple plaster over the region 
of the stomach. This plaster seems to have a two- 
fold effect. In keeping the abdomen warm it seems to 
hinder the peristaltic movements, which might be set up 
by the change in temperature over the epigastric region, 
= undoubtedly here again we have some psychologica! 
effect. 

During some days absolute fasting should be the rule— 
certainly in all cases where there has been haemorrhage 
this is essential. One has to remember that it is most 
important that the general health of the patient should be 
retained at as high @ level as feasible, if one hopes to get 
proper healing. The period of starvation should, in con- 
sequence, be limited to the shortest time possible, and, in 
some cases, where the general nutrition is at a low level, 
it may be necessary to feed by the mouth even at the 
beginning. 

In order to promote the health nutritive enemata 
can be given during the fast; but one should try to 
avoid even the nutritive enemata for the first few days, 
as undoubtedly even they may tend to cause some 
peristaltic movement of the stomach. One has also to 
remember that the amount of nourishment one is able to 
give by nutritive enemata is extremely small, and 1 
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believe the principal benefits are easing the mind of the 
patient and his friends, so that they do not think he is 
being starved. 

The best enema is some modification of that recom- 
mended by Boas—the yolk of one or two eggs is beaten 
up with milk, to which is added one or two teaspoonfuls of 
Renger’s liquor pancreaticus, and a small quantity of salt. 
Five to tenounces of this mixture can be given to an 
adult three or four times a day. In cases where a 
stimulant is 1e yuired, I prefer brandy to be added to the 
enemata, although, as a rule, I try to avoid any stimulant 
whatsoever. Some physicians are in favour of meat 
extracts as enemata. In my own experience I have 
found that they tend to irritate the bowel ; the amount 
of nourishment which can be thus administered is ex- 
tremely small, and they merely act as a mild stimulant, 
so that I think better results can be obtained by the 
administration of brandy. : 

When nutritive enemata are being employed, the bowels 
should be washed out at least once daily, and I prefer this 
to be done with a normal saline solution. 


Subcutaneous Alimentation. Rats 
In the desire to try to rest the stomach, subcutaneous 
feeding has been thought of as an ideal methcd. Von 
Leube himself suggested the giving of subcutaneous in- 
jections of sterilized oil. I myself did a series of experi- 
ments on dogs who were on a low nitrogen equilibrium. 
I injected daily, subcutaneously, sterilized olive oil. The 
animals were observed as regards daily weight, and the 
small diet and all the excreta were analysed daily. The 
results of the analysis never showed any alterations in 
the nitrogen eliminated in the urine, nor was there any 
change in the chemical composition of the urine or faeces, 
which indicated any real sparing of tissue metabolism, 
and on killing the animals a considerable quantity of oil 
was found atthe site of injection. The experiment cer- 
tainly did not lead me to try this method of feeding on 
the human being, and therefore I have no suggestions to 
make except that I am not a believer in subcutaneous 
alimentation. 
Diet. 


How soon one can begin to feed by the mouth in a case 
of gastric ulcer varies as to whether the patient has had 
liaemorrhage or not., There is no doubt that each 
individual case must be taken by itself. Iam certainly in 
favour of starting feeding by the mouth as soon as feasible, 
as, if one hopes to get rapid healing, it is essential to have 
the patient’s vitality at as high a level as possible, and 
rectal feeding, although it may enable us to starve our 
patients longer than we otherwise could, certainly could 
never be considered to yield sufficient nourishment to 
build up a reserve of energy. In most cases a few days’ 
starvation is sufficient, and | think any longer period is to 
be deprecated, except in very obstinate cases. 

The question of the method one is going to commence 
feeding varies considerably in each individual, and no 
doubt this accounts for the various opinions quoted by 
the advocates of the different methods. 

Milk, in my experience, has undoubtedly yielded the best 
results, provided it is carefully persevered in, and one 
really finds few cases in which it cannot be borne. 

The milk should be commenced in very small quantities, 
about 20z. at intervals of two hours during the day, 
allowing the patient to fast at night. 

If plain milk can be tolerated it is best warm, although 
some people prefer it cool. A very high or low tenipera- 
ture should not be permitted. If simple milk is not well 
borne it can be diluted with one-tenth part of lime water. 
The advantage of the lime water in a case of gastric ulcer 
is that it helps to diminish the excess of hydrochloric acid, 
which, as we have already said, is one of the principal 
causes of the difficulty of the healing of the ulcer. It is 
rarely that milk with lime water cannot be tolerated when 
given in small doses and sipped, not gulped down, at 
regular intervals. In a few cases, however, it ‘would 
appear as if citrate of potassium or soda wére preferable to 
the lime water. - In those rare cases Where milk, as milk, 


is not tolerated, junket can often be easily taken. The | 


predigested milks I ‘have always tried to avoid, and there 


is no saffitieht reason for digesting it, considering that in_ 


cases of gastric ulcer the secretions of the stomach are 
more than ample, and pepsin is never absent 





It is impor<ant in a case of gastric ulcer not to be in too 
great a burry to increase the quantity of milk. Two 
ounces of milk every two hours ought to be persevered 
with until all pain has ceased, wh2n each meal may 
be increased by loz. or even }0z. at intervals of about 
four or five days until one is giving the patient 100z. at a 
time. One is now giving 4 pints of milk daily if one 
commences at 8 a.m. and gives the last glass at 10 p.m.) 
The patient will be taking a diet containing about 
13.6 grams of nitrogen, 84.0 grams of fat, 106.4 grams of 
carbohydrates, which would’ yield no less than 1561.6 
calories daily. This quantity of‘ nourishment should be 
found ample for a person kept at complete mental and 
physical rest, and should be continued for at least a 
month or six weeks in all severe cases of ulceration if one ~ 
hopes to get a complete cure of the ulcer. 

I am strongly averse to the practice of giving broths © 
or meat extracts alternating with, or instead of, milk. 
In those few cases in which I have been persuaded against 
my better judgement to give in to the wishes of the 
patient or the patient’s friends, and have employed soups, 
etc., I have not obtained good results.. That this is the 
case one cannot be surprised at when one remembers that. 
in a case of gastric ulcer one has hyperchlorhydria to con- 
tend with, and one finds that the extracts of meat act as 
stimulants to the secretions of hydrochloric acid. ~ 

The case having satisfactorily progressed on the pure 
milk diet, the next addition should be a raw egg beaten up _ 
with the milk. The egg will contain about 138 grams of 
nitrogen and 5.95 grains of fat, yielding about 86 calories. 
One may gradually introduce one egg beaten up in the 
milk twice daily, and, if the patient continues to do well, 
the number can be increased up to three or even six eggs 
in the day. I prefer not to go beyond this amount. 

One occasionally comes across cases, most frequently in 
men, who get very depressed on this milk diet. In such 
cases carefully scraped meat can be given with advantage 
two or three times in the day, raw by preference; or, if 
this is too repugnant, it may be given lightly cooked on 
the outside in rissole form. Personally the sensation of 
feebleness complained of by these people seems to me to be 
purely psychical. 

The case having continued to improve, in all probability 
the hyperchlorhydria has diminished if the pain is absent, 
and one can now proceed to the addition of carbohydrates. 
This is best done at first by giving biscuits or Zwieback, 
twice baked, as the starch ferments are destroyed by the 
double baking, and do not undergo secondary changes in 
the stomach, and their dryhess leads to the more thorough 
mastication, and in consequence there is a better insaliva- 
tion, so that they are more easily digested. 

The commencement of ordinary diet can now be gradu- 
ally introduced, if there is no gastric discomfort, by giving 
the patient either a boiled or a poached egg for breakfast, 
instead of the whipped raw egg, and for lunch pounded 
fish or chicken. If this is well borne, gradually one can 
add vegetables in purée form so long as one avoids all . 
roots. The patient should be advised to keep on a careful 
diet for at least'a year, avoiding all condiments and highly 
seasoned foods. I prefer the meals during this year to be 
taken not in too large quantities and at fixed hours, so 
that the stomach can get into the habit of secreting at the 
proper time. : 

Alcohol is always a vexed question. In a case of gastric 
ulcer it seems to be harmful as a regular beverage. In 
some few cases it- may be advisable as an occasional 
stimulant to a jaded body, but as a rule it tends to retard 
digestion and may be harmful to the mucous membrane 
of the stomach. For a considerable period it may be 
advisable that the person who has hed gastric ulcer 
should not drink any fluid with the meals, and the drink 
(water) should be taken one hour before the meal, and on 
no account sooner than two hours after a meal. 


Drugs. 
Of all drugs I prefer bismuth snbnitrate in the treat- 
ment of gastric ulcer. In some cases, at the commence-, 
ment, it has been demonstrated by the xrays that in the 
presence of an ulcer some of the bismuth adheres to the 
raw surface. Aaron says, in his book on diseases of the — 
stomach? “~~ * Agee Sts ig a 


_ ‘The subnitrate disintegrates slightly and liberates some of 
its nascent nitric acid. which acts locally as a stimulant, 
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astringent, and antiseptic. The nascent nitric acid coagulates 
the albuminous surface of the ulcer, and thus acts as a 
protection to the healing. 


Dr. Aaron wisely thinks that to get this result bismuth 
subnitrate must not be administered with an alkali, for 
the alkali would destroy the small quantity of nascent acid 
developed. 

Riegel has also found bismuth subnitrate valuable in the 
cure of gastric ulcer. The administration of large quan- 
tities of bismuth by means of the stomach tube, after 
washing the stomach out, is suggested by Fleiner. The 
stomach tube is certainly unnecessary, as one can give large 
doses by the mouth first thing in the morning. 

The bismuth subnitrate can be taken, as a rule, in 
powder or cachet form. While the patient is absolutely 
on milk, 5 grains may be sufficient before each tumbler of 
milk, and should be continued after all discomfort in the 
gastric region has disappeared. Later on, it may be 
advisable to give it suspended with a little tragacanth, to 
which some chloroform water has been added, in the hope 
that the chloroform will tend still further to diminish any 
fermentation. 

If an alkali is required to diminish the acidity, mag- 
nesium oxide is preferable to sodium bicarbonate. Boas 
has shown what enormous doses of sodium bicarbonate are 
required.. If more than 25 per cent. hydrochloric acid 
is present, no less than 2} drachms of sodium bicarbonate 
is required to neutralize it, Another great disadvantage 
of the sodium bicarbonate is that it forms sodium chloride, 
and this in its turn tends to increase the formation of 
hydrochloric acid. Magnesium oxide will neutralize 
nearly four times as much hydrochloric acid. As a rule, 
however, it will be found that the lime water added 
to the milk is sufficient in the treatment of gastric 
ulcer. 

Constipation has to be carefully guarded against. Hence 
the treatment by means of olive oil, as recommended by 
Karl Walko,? may be of service. He gives 100 to 200 grams 
of simple olive oil by means of a stomach tube for three 
to six days. Personally I have had no experience with 
these large doses, although 20 to 40 grams of olive oil with 
sodium bicarbonate, when well tolerated, can often be em- 
ployed with great advantage. This is best done by means 
of the stomach. tube first thing in the morning after 
washing out the stomach. Dr. Faber of Copenhagen in a 
personal conversation tells me he has obtained excellent 
results by this method. 

The administration of a small dose of castor oil daily 
is often of great service, and the castor oil seems to have 
the double advantage of keeping the bowels acting 
regularly and, at the same time, helping the healing of the 
ulcer. 

The daily use of a small dose of Carlsbad salts is valuable 
in the later treatment of gastric ulcer. When the patient 
has got so far well that he can be given ordinary light 
diet, it is often found that he will improve more rapidly 
when he takes one teaspoonful of Carlsbad Sprudel salt in 
half a pint of warm water the first thing in the morning. 
In some cases double doses may be required. .This second 
dose should be taken in half a pint of hot water with an 
interval of at least twenty minutes between the drinking 
of the two glasses. The water should be sipped and not 
gulped down, and there should be at least an hour's 
interval before breakfast is taken. 

In cases where the patient is anaemic, the administra- 
tion of iren in the form of haemoglobin may improve the 
general nutrition. In cases of marked anuemia the sub- 
cutaneous injection of iron and arsenic is preferable. 

In the case of pain, when the hot fomentations and 
bismuth have not been sufficient to relieve the patient, I 
prefer to give codeine to morphine. 

In the treatment of haematemesis, the complete rest 
and the icebag to the stomach seem to be sufficient, and, 
in order to get the complete rest, it may be necessary to 
give codeine, and for the first two to five days rectal feed- 
ing should be avoided. Sterile normal saline solution may 
be injected direct into a vein in cases of urgent collapse, 
but good results may often be obtained by simple sub- 
cutaneous injection. 

In cases of haemorrhage, Dr. Habershon recommends 
adrenalin‘chloride (1 to 1,000) in 1 drachm doses every two 
or four hours. I personally have used the hypodermic 
injection of ergot with apparently good results. 





_ Operation. 

In the majority of cases of gastric ulcer surgical treat- 
ment is perfectly unnecessary, and in all probability a 
great part of the benefit obtained in the case of operation 
is in reality due to the absolute rest which the patient is” 
forced to take after the operation. I am glad to find that 
Dr. Jacobi,* in an excellent paper on gastric ulcer, con- 
cluded that at least 75 per cent. of cases of gastric ulcer 
recover under non-operative treatment, and quotes Krin- 
lein’s results—out of 85 operations, recovery 61 per cent., 
improvement 24 per cent., secondary carcinoma 3 per cent. 

In simple cases of gastric ulcer, where there is free 
passage of food through the pylorus, nothing is really 
gained by a gastre-enterostomy, since it has been shown 
by observation with 2 rays that in such cases after a 
bismuth meal the food still passes through the pylorus, 
and not through the gastro-enterostomy opening. In cases 
of haemorthage which persist, gastro-enterostomy may be 
of service, but even in such cases an operation should not 
be lightly recommended. 

In those cases in which true retention of food occurs, 
owing to obstinate spasm or constriction of the pylorus, 
owing to the ulcer being situated in this region, gastro- 
enterostomy should be at once advised, and these are the 
cases which yield the brilliant results for the surgeon. 

Of course, there can be no two opinions in the case of 
perforation, and as soon as the symptoms point to per- 
foration the surgeon should be at once called in. 

REFERENCES. 
1 Harley and Goodbody, The Chemical Investigation of Gastric and 


Intestinal Disease, p. 22. 2 Karl Walko, Albany Medical Annals, Jane, 
1907. ®° Dr. A. J. Jacobi, Albany Medical Annals, June, 1907. 


VIT.—Arruur FreEDERIcKk Hertz, M.D., M.A., F.R.C.P., 
Assistant Physician, Guy’s Hospital. 

Dr. Hertz said : I should like to make a few observations 
on the value of the x rays in the diagnosis of gastric and 
duodenal ulcer. In uncomplicated cases of duodenal ulcer 
the stomach is always hypertonic, the greater curvature 
being situated well above the umbilicus, and the stomach 
empties itself with unusual rapidity. In gastric ulcer, on 
the other hand, the stomach is either normal in size or 
slightly dilated, and there is slight delay in its evacua- 
tion. This remarkable difference affords a very valu- 
able means of diagnosis between the two conditions 
in doubtful cases. A gastric ulcer situated on the 
lesser curvature sometimes gives rise to a spasm which 
produces a functional hour-glass condition; although 
the latter occasionally results from other causes, its 
occurrence, when the other symptoms point to a gastric 
ulcer, is important evidence in favour of that diagnosis. 
I need hardly refer to the valuable assistance given by 
the # rays in the diagnosis of organic hour-glass contrac- 
tion and pyloric stenosis, conditions which afford an abso- 
lute indication for operation. Whenever in cases of 
duodenal ulcer the stomach is hypertonic recovery is 
likely to take place by medical treatment, but the presence 
of the slightest degree of dilatation at once indicates that 
some obstruction is present and that a cure can only be 
obtained by means of gastro-enterostomy. The « rays 
further make it possible to recognize the presence of 
adhesions, which may so. interfere with the motor 
activities of the stomach that an operation becomes 
desirable. Owing to the rapid evacuation of the stomach 
and the hypersecretion occurring in duodenal ulcer, gastric 
juice is likely to be present alone about three hours after 
meals. This tends to prevent the ulcer from healing and 
predisposes to recurrence. It is therefore desirable to 
give small quantities of milk between the ordinary meals 
and last thing before retiring to bed, and to have some at 
the bedside in case the patient wakes at night; this 
should be continued for many months after the ulcer. is 
healed. On the other hand, the delayed evacuation in 
gastric ulcer makes it undesirable to give intermediate 
feeds of this sort. 

I should like also to emphasize the great value of olive 
oil in the treatment of gastric and duodenal ulcers. Half 
an ounce given before meals greatly diminishes the flow of 
gastric juice, and thereby assists in the healing of the 
ulcer and prevents recurrence. Belladonna has a similar... 
action, and in stout patients it should be used instead of 
the oil. 
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There is an unfortunate tendency to regard a case as 
cured as soon as all the symptoms have disappeared, but 
it should be remembered that anybody who has once 
suffered from gastric or duodenal ulceration is peculiarly 
liable to reeurrence, and consequently it is essential to 
give patients exact instructions with regard to diet, and to 
continue the administration of oil and belladonna for 
months or even years after apparent recovery. Moreover, 
the patient should be warned that the slightest return of 
discomfort should be regarded as an urgent immediate 
indication for bed and strict dieting for a few days. 


VIII.—W. T. Tyson, M.D., 
Folkestone. 

Dr. W. T. Tyson said: I consider the division between 
acute’ and: chronic ‘ulcer is much more marked than 
Sir Bertrand Dawson has admitted. I have seen some 
300 cases of gastric ulcer during the last thirty years 
and have watched their progress. With regard to cases 
of gastric ulcer under 25, if they do not die suddenly from 
haemorrhage or perforation they invariably get well, 
whereas the chronic cases occurring over 30 form another 
class, consisting as often, if not more cften, of men as of 
women. Here, apart from the ordinary medical treatment, 
operative treatment may sooner or later be required. The 
patient should have a veice in this matter; that is to say, 
if the patient says that he cannot continue his work in his 
present condition, this statement should weigh strongly 
in finally settling upon the procedure. Lastly, the choice 
of operator is important, for after all the technical skill in 
operating will have much to do with the successful issue 
of the case. 


TX.—Witiiam MacLennan, M.B., C.M.Glasg., 
Assistant Physician, Western Infirmary, Glasgow. 

Dr. Wiruit1am MacLennan said: Duodenal ulcer has un- 
doubtedly the same etiological factors at work as 
those in gastric ulcer. Such duodenal ulcers practically 
never occur below the middle of the duodenum because 
there the neutralizing alkaline bile comes into play. That 
the acidity plays an important réle is certain, and it is not 
at all improbable that we have a proof of this in the 
pathogenesis of stercoral ulcer, which is formed by the 
action of acids from fermentation of the faecal contents. 
In such acid fermentation the condition for the formation 
of a peptic ulcer exists. The remnants of pepsin mixed 
with the faeces become active in the acid medium. The 
chief local defensive forces against gastric ulcer are found 
in the abundance of the ragae and mucus. Where there 
is a redundance of mucous membrane and an abundance 
of mucus, ulceration rarely takes place. Now these con- 
ditions are least fulfilled at the duodenal end of the 
stomach, and it is just here that the peptic ulcer 
forms in by far the larger proportion of cases. The 
other local defensive agent is probably an antiferment. 
This “ antipepsin ” may be defective in those who are the 
victims of ulcer. It is certain that certain parasites can 
live in the stomach without undergoing digestion. Wein- 
land showed that trituration with sand of worms removed 
from the stomach yielded an antiferment which inhibited 
or retarded the digestive action of pepsin. Fuld showed 
that this antiferment differed from pepsin in retaining its 
activity after boiling. As regards the sex frequency of 
gastric ulcer, I am inclined to believe that ulcer is still 
more common in women than in men, but that the appa- 
rent increase in the male sex is rather due to the fact 
that the “mucous” ulcer in women rarely comes to the 
operating table but is healed by medical treatment. Ulcer 
is commoner than is supposed, and its diagnosis may be 
more certainly made nowadays by better modes of investi- 
gation. Clinical: symptoms must be carefully correlated 
to chemical examination. For example, the search for 
occult blood in the gastric and faecal content is of the 
greatest importance. Combined to these methods, radio- 
graphy yields much information in competent hands. 
Indeed, in a good photograph the actual site of the ulcer 
may be seen by the deposition of the bismuth in the 
ulcerated area. The differential diagnosis of gastric ulcer 
and cancer may always present difficulty. In those cases 


where the malignant disease is primary there is usually’ 


no difficulty. But where we have a doubtful case with a 








history of chronic ulceration there will also be some 
difficulty in arriving at a diagnosis. And it is just in such 
cases that a correct diagnosis is imperative. It is here 
that the Yunghaus- Wolff and Gluzinski tests are of value. 
Gall stones and gastric disturbance are commonly asso- 
ciated. Chronic duodenal ulcer and chlolelithiasis are not 
infrequently difficult to differentiate. In chronic duodenal 
ulcer there is set up a chronic interstitial pancreatitis, and 
as the common bile duct passes through the head of the 
pancreas in about 70 per cent. of subjects it may get 
intermittently partially occluded and produce, with pyloric 
spasm, a transient jaundice and a clinical picture not 
unlike that of an attack of renal colic. An aid to diagnosis 
in the interval between the attacks may be found in 
Ebrlich’s benzaldehyde test, a test which will usually be 
positive if gall stones be present. As regards gastro- 
enterostomy, it should not be undertaken unless when 
there is real stenosis, and it should only be undertaken 
(if improvement be predicted) when there is no serious 
damage to the pancreas. In respect to treatment, ene- 
mata, if nutrient, are harmful. They give rise to aceton- 
aemia. The administration of oil is one of the best ways 
of reducing hyperchlorhydria. It does this in two ways—. 
by inhibiting secretion and, if the dose be large enough, 
by causing a_reflux of alkaline duodenal content. If 
chlorosis exists iron should be given hypodermically.. The 
citrate is the best solution. 





X.—S. H. Hapersuon, M.A.Camb., M.D., F.R.C.P., 
Physician to the Brompton Hospital for Consumption. 

Dr. Hasersuon said: I fully agree that the patho- 
genesis of gastric ulcer must be the basis of all 
successful treatment. There is some danger, however, of 
taking a one-sided view, especially when research is con- 
ducted on one particular line of investigation. I disagree 
with Dr. William Hunter, whose careful observations lead 
him to remark that almost all cases of gastric ulcer 
are derived from oral sepsis, and that infection by a 
streptococcus or staphylococcus derived from mouth or 
nasal passages almost always proceeds from above down- 
wards. A local bacterial infection, no doubt, is responsible 
for some cases of gastric ulcer, but it must not be forgotten 
that, as Sir Bertrand Dawson has stated, an initial necrosis 
of mucous membrane can occur from a variety of causes. 
Traumatic causes more often..occur (as reported by 
Professor Robin and others) in those who are already the 
subjects of hyperchlorhydria, and this condition un- 
doubtedly predisposes to acute and chronic gastritis, which 
(as Dr. Miller has decribed) often precedes the formation 
of follicular ulcers. I consider that these and superficial 
erosions often occur in these subjects of hyperchlorhydria, 
and are themselves the precursors of the acute or mucous 
ulcer. The local necrosis of tissue which possibly precedes 
the absorption of cytotoxins could conceivably occur from 
vascular conditions such as stasis or small emboli, thus 
producing the haemolysis and ulceration which Bolton has 
demonstrated as the result of his experimental observations. 
In appendicitis and in coli bacilluria a remote infection of 
the coli-toxins can in some cases produce the mucous or 
acute ulcer. It must be remembered also that free hydro- 
chloric acid in excess is itself an antiseptic, aud just as it 
is a potent cause in preventing the local infection of the 
tubercle bacillus and the production of tuberculous ulcer, 
so it may also be a protection against the local infection 
produced from oral septic conditions. The only other 
remarks I would make are upon the subject of the dia- 
gnostic value of symptoms in determining the position of 
the -gastric ulcer, whether acute or chronic. I am accus- 
tomed to place the symptoms in two groups: (1) Those 
attached to the ulcer in the pyloric region, and (2) those 
of a gastric ulcer in any other situation. The former 
group were rarely recognized twenty-five or thirty years 
ago. The symptoms are usually those of pyloric spasm— 
namely, pain, with or without vomiting, occurring from two 
to four hours after a meal or culminating towards the close 
of the day ; variable dilatation of stomach ; and lastly hunger 


‘pain, or pain relieved by the imbibition of food or liquids. 


The second group—that is, the symptoms of ulcer in the 
lesser curvature, or, indeed, in any part of the gastric wall 
except the pyloric region—are the old and typical symptoms 
of pain and vomiting immediately following a meal, and | 
the pain relieved by sickness. Some observations lead me 
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to think that an acute or mucous ulcer even in the pyloric 
region may also produce the latter typical symptoms, 
because they often occur in the past histories of patients 
who subsequently complain of all the symptoms of pyloric 
spasm. My deduction is that pyloric spasm is more often 
produced by the chronic ulcer in this region when either 
the deeper submucous structures are involved, or when 
cicatrization has taken place, whereas the more acute and 
often the more shallow mucous ulcer is liable to cause 
active and immediate symptoms of irritation after the 
ingestion of food. 


XI.--Herpert Paterson, M.A., M.B., F.R.C.S., 
Assistant Surgeon, London Temperance Hospital, 

Mr. Hersert Paterson said: I do not regard gastric 
ulcer as a common disease.. The supposed symptoms 
of gastric ulcer are often present, but the lesion is 
elsewhere than in the stomach. I think it is perfectly 
easy to distinguish at operation between gastric and 
duodenal ulcer. As pointed out by Dr. W. J. Mayo, if the 
ulcer is on the duodenal side of the pyloric vein, it is 
duodenal; if on the gastric side, the ulcer is gastric. 
I fully agree with the dictum that operation for gastric 
haemorrhage should never be performed during the con- 
tinuance of the haemorrhage. I regard operation under 
such circumstances as highly dangerous. Much of the 
confusion with regard to the results of test meals is due to 
the fact that many cases are erroneously labelled as gastric 
ulcer, but are not verified by operation. In ulcer situated 
near the pylorus there is almost invariable hyperchlorhydria, 
in ulcer away from the pylorus there is usually hypo- 
chlorhydria. Personally I have not met with a case of 
hyperchlorhydria in which there was not an ulcer near 
the pylorus or disease of the appendix. I do not think 
Professor Vaughan Harley can be serious in maintaining 
that few cases of gastric ulcer require operation. 1 am 
glad to see that the opener of the discussion regards 
gastro-jejunostomy as good treatment in cases of ulcer 
near the. lesser curvature.. I have for years been ad- 
vancing the .view that gastro-jejunostomy is not a 
mechanical but a physiological operation. This view is 
at last gaining ground, but is not yet generally accepted. 
In my own experience, the results of gastro-jejunostomy 
for ulcer at the cardiac end of the stomach have been 
most satisfactory. Gastro-jejunostomy acts in two ways: 
First, by allowing the entrance into the stomach of minute 
quantities of bile and pancreatic juice, which diminish the 
acidity of the gastric juice. Secondly, gastro-jejunostomy 
has a direct effect in lessening the amount of hydrochloric 
acid secreted by the stomach. These changes take place 
irvespective of whether there is mechanical obstruction at 
the pylorus or not, and whether the food after operation 
passes out through the pylorus or through the gasiro- 
jejunostomy opening. 





THE QUANTITATIVE REGULATION OF THE 


DIET IN DIABETES. 
By P. J. Cammipce, M.D., 
London. 


Tue regulation of the diet of a healthy individual may be 
safely left to custom and the dictates of appetite, but when 
the chemistry of the body is at fault these no longer 
furnish a safe guide, and a scientific adjustment, varying 
with the particular metabolic defect that exists, must be 
substituted, Of all disorders of metabolism, diabetes is 
the one in which such a procedure is most necessary, for at 
preseat it is the only reliable means we have of controlling 
the condition. 

With a view to cutting out from the diet those foods 
which the defective powers of assimilation of the diabetic 
are unable to deal with, and so prevent the appearance of 
sugar in the urine, it is customary to give to patients 
suffering from glycosuria a list of foods of a carbohydrate 
nature that he must avoid, and another of protein and 
fatty foods that he may take. The object of this treat- 
ment is, no doubt, attained in many instances, but it is 


apparently very rarely realized what an upheaval such a . 


change in the diet means in the usual habits and tastes 
of the patient and what an alteration in the chemistry of 
the body it involves. It must be borne in mind that on 





an ordinary mixed diet some 70 per cent. or so of the 
energy of the body is usually derived from foods of. a 
carboh ydrate nature, so that when these are excluded an 
equivalent amount must be provided from other sources if 
nutrition is not to suffer; but a patient on a carbohydrate- 
free diet, being deprived of his customary guides as to the 
amount of food required, is very likely to take an insuf- 
ficient quantity to meet his energy requirements, or to 
consume an excessive amount of protein if, as is so often the 
case, fats are distasteful. Further, a strict protein-fat diet 
soon becomes monotonous to most people, and very fre- 
quently the craving for carbohydrate eventually becomes 
so strong that the patient, either openly or surreptitiously, 
indulges in forbidden fruits, vegetables, or, more often, 
bread, to an unknown extent. When persisted in for any 
length of time, it is also apt to cause depression, give rise 
to irritability, and set up digestive disturbances. If faulty 
carbohydrate metabolism were the only factor to be con- 
sidered in diabetes, its treatment would be comparatively 
simple, but we have also to take into account the secondary 
disturbances of metabolism that occur in association with 
persistent glycosuria, and to remember that in severe 
cases part of the sugar excreted in. the urine is derived 
from the carbohydrate moiety of the proteins of the food 
and tissues, so that mere restriction of the starchy and 
sugar foods is not sufficient to control the glycosuria—in 
fact, more benefit often results from cutting down the 
intake of meat, etc., and allowing a certain amount of 
carbohydrate. 

‘For these and other reasons it is clear that the success- 
ful dietetic treatment of diabetes is not so easy to carry 
out as at first sight it might seem, and that the method of 
merely excluding carbohydrates from the diet is, after all, 
a very superficial and unsatisfactory procedure. What is 
really wanted is an adjustment of the food to the capacity 
and needs of the organism, quantitatively as well as 
qualitatively. This can only be done by a thorough 
investigation of the metabolism of each case, based upon a * 
series of analyses of the urine and faeces when the patient 
is-taking a diet of known composition. I have recently 
dealt with the methods’ émployed, and the manner in 
which the results are visualized and compared in the form 
of charts,' so that it will not be necessary for me to con- 
sider that part of the subject again; what I am now 
concerned with is the way in which the results that are 
obtained can be employed to quantitatively regulate the 
subsequent diet. 

Having discovered the carbohydrate tolerance of the 
case under consideration, and the particular forms of 
carbohydrate that are best suited to his idiosyncrasies, 
he is allowed to take cach day a quantity of one of these 
starchy foods that is within his limit of tolerance. By . 
this means one can often -give considerable variety to the 
diet, allay the craving for starchy foods, and gain the 
co-operation of the patient-in a way that would otherwise — 
be difficult or impossible, while at the same time one can 
be sure that he is not receiving more carbohydrate than 
his defective powers of metabolism can easily deal with. 
It is quite unnecessary, and is indeed often harmful, to 
keep a patient on a strict carbohydrate-free diet for more 
than a brief period ; I have seen so many difficulties result 
from it that I cannot too strongly urge the necessity for 
an early adjustment of the carbohydrates of the food to 
the tolerance of the case. 

The experiments of most investigators have shown that 
the energy requirement in diabetes is little, if at all, 
altered from the normal, for the diabetic condition does 
not involve a decrease in the quantity of energy pro- 
duced, but only an alteration in its source. We may 
therefore take it that a person with glycosuria requires 
34 to 35 calories per kilogram of his body weight 
daily (that is, between 15 and 16 calories per pound), 
although in some instances it will be found that 
25 or even 20 calories are sufficient to maintain 
the patient’s condition. The carbohydrate that can be 
given will often only provide a small proportion of the 
required energy, and the balance has therefore to be made 
up. with proteins and fats. It is by no means a matter 
of indifference which of these is used, since a large 
protein intake raises the metabolic level of the body, 
causes the formation and excretion of a large quantity of 
partly oxidized waste products, thus throwing extra work 
on the organs of metabolism and excretion, and is liable 
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to give rise to constipation, one of the worst enemies of 
the diabetic. It is one of my most common experiences 
to have sent to me a diabetic patient who has not done 
well on an ordinary carbohydrate-free diet, and on ex- 
amining the urine to find that the total nitrogen excreted 
is considerably in excess of that contained in the food. 
On readjusting the diet so that nitrogenous equilibrium 
is established, a rapid improvement usually follows. A 
diet rich in fats is distasteful to most people in this 
country, is liable to set up digestive disturbances, and, if 
taken in very large amounts, fat, particularly in forms 
containing the lower fatty acids, may increase the ten- 
lency to acidosis. It is therefore obvious that both these 
varicties of foodstuff must, like the carbohydrates, be 
quantitatively adjusted to the requirements and capacity 
of the patient. The easiest way would be, of course, to 
work out a fixed diet and keep the patient on it; but this 
is not feasible in practice, partly because of the varying 
conditions under which the patient is certain to live, and 
partly because the monotony of such a diet would cause 
loss of appetite and upset the digestion. It should, there- 
fore, be our object to give as much choice ay variety as 
possible. 

With these ideas in my mind I have worked out a 
system in which the diet is arranged in “ rations ” of 
approximately equivalent energy value, taking as the 
basis an average serving of roast beef, which weighs 
3 oz. and is calculated to yield 300 calories. The same 
amount of energy is, for instance, provided by 3} oz. of 
mutton, 33 oz. of ham, 5} oz. of chicken, 4} oz. of duck, 
81 oz. of halibut, 10} oz. of cod, 5} oz. of salmon, 4 average 
eggs, etc., and by substituting any one of these for the 
beef we can be sure that the patient is receiving about 
the same amount of energy. It will be noticed, however, 
that there is very considerable difference in the weight of 
the “rations,” and that some are in excess of what would 
be readily consumed by an average person, but by giving 
half or quarter “rations,” and using two or more, the 
calorific value is maintained, while a greater variety can 
be introduced into the diet. The use of fractional rations 
for some foods also avoids the difficulty of too much 
protein being taken, for while 3 oz. of beef contain 
18.7 grams of protein, 5} oz. of chicken contain 
53.3 grams, and 10} oz. of cod about 66 grams; by 
giving half rations of chicken and quarter rations of 
cod the protein works out at about 26.6 grams and 
16.6 grams respectively. The protein portion of the 
diet should be so arranged that the patient is in nitro- 
genous equilibrium, or there is a slight retention of 
nitrogen. As a rule not more than 1.5 to 1.6 calories 
per kilogram of the required. energy can be derived from 
this source, and the total protein intake for an average 
ndividual cannot safely exceed 100 to 120 grams in the 
twenty-four hours. In some cases it may be reduced to 
75 or 50 grams with advantage. The larger quantities 
will be contained in three or four protein rations, yielding 
900 to 1,200 calories, and leaving therefore a balance of 
some 1,800 to 2,000 calories to be made up in other ways. 
If the carbohydrate tolerance of the patient is low, and 
only a small amount of starchy food can be permitted, the 
greater part, or even the whole, must be provided from 
fatty foods. 

The administration of the requisite quantity of fat is 
facilitated by arranging the predominantly fatty foods in 
rations on the same plan as the proteins, keeping to the 
unit of 300 calories. This amount of energy is supplied, 
for instance, by 14 oz. of fat bacon, 1} oz. of butter or 
margarine, 1 oz. of olive oil, 3} oz. of rich cream, 2} oz. of 
Cheddar cheese, etc., which can of course be given in 
fractional portions when the full ration is excessive. 
Bacon, cheese, and cream are usually well taken, and can 
be arranged to supply a considerable proportion of the 
energy required, but it must be remembered that, although 
Cheddar cheese contains about 37 per cent. of fat, it also 
contains about 28 per cent. of protein, which must be 
allowed for in arranging the nitrogenous part of the diet. 
A certain amount of butter or, better, good margarine, and 
a few Brazil nuts, which contain about 67 per cent. of fat, can 
be arranged to give another 400 or 500 calories. Salad oil is 
a most useful food for diabetics, and can conveniently be 
given with-sardines. It is often necessary, however, to 
introduce more butter, salad oil, etc., into the diet than 
most patients will tolerate when they are having little or 








no bread, but this difficulty can be overcome by giving the 
former in the form of oiled butter with the coarser 
vegetables that contain less than 5 per cent. of carbo- 
hydrate, such as cauliflower, cabbage, turnip, spinach, 
asparagus, French beans, mushrooms, etc., and the latter 
with vinegar, yolk of egg, pepper, etc., as a salad dressing 


with raw vegetables such as lettuce, tomato, cucumber, 


radishes, celery, etc., which also contain under 5 per 
cent. of carbohydrate. By instructing the patient not 
to take more than a definite amount—which for my work 
I arrange as the quantity containing 1 gram or less of 
carbohydrate— we can 4 sure that not more than 
1 or 2 grams of carbohydrate are being derived from 
this source. As a rule, probably less than this amount 
is actually absorbed from the raw vegetables, and the 
quantity derived from those that are cooked will depend 
upon the way in which they have been prepared. The 
energy value of the vegetables themselves is therefore 
negligible, but they not only afford a vehicle by which 
a considerable quantity of fatty food can be conveniently 
added to the diet, but they also furnish alkalis, and by 
their bulk make the diet more satisfying. 

Tn cases where the tolerance for carbohydrates is fairly 
well maintained further variety can be given to the dict 
by allowing a fixed quantity of certain fruits that con- 
tain a comparatively small proportion of carbohydrate. 
Among the commoner fruits containing 10 per cent. or 
under are blackberries, bilberries, cranberries, lemons, 
pineapple, rhubarb, water melon, etc. By arranging these 
in rations which contain 5 per cent. or less of carbo- 
hydrate, and instructing the patient not to exceed 
a definite amount daily, we can keep control of his 
carbohydrate intake and make certain that his limit of 
tolerance is not being exceeded. 

With regard to “diabetic” breads and bread sub- 
stitutes, a small quantity of a thoroughly reliable brand 
is often useful as a vehicle for the administration of 
fatty foods, particularly butter and cheese; but as there 
are so many preparations now on the market that are 
very little different, excepting as regards their price, 
from ordinary white bread, it is essential that the exact 
composition should be known, and that the statements 
made by the manufacturer should be checked by frequent 
chemical examinations, otherwise it is safer to allow 
a definite quantity of ordinary bread, which is, moreover, 
much cheaper and more readily obtained. In any case, 
the quantity consumed must be regulated, and the pro: 
tein, fat, and carbohydrate content be allowed for in 
calculating the values of the diet. 

When a diet which suits the patient has been worked 
out, and the quantities of carbohydrate, protein, and fat 
necessary to supply the energy required have been deter- 
mined, I give to my patients a specimen dict chart on the 
back of which are lists of the protein, fatty, and carbo- 
hydrate foods worked out in rations. They are instructed 
that they may substitute for any one article in the diet 
an equivalent amount of any other foodstuff, of the same 
class, from the list on the back, but that the daily total 
“food value” must always work out approximately the 
same. To avoid the difficulty of manipulating fractions 
when dealing ‘with portions of a ration I give to the full 
ration the value of one hundred and to portions corre- 
sponding values. . 

In cases where it is found that nitrogenous equilibrium 
is easily disturbed it is advisable to prescribe a purely 
vegetable-fat diet for a few days at regular intervals. The 
semi-starvation which this entails has a beneficial effect 
as a rule on the patient’s powers of utilizing both carbo- 
hydrates and proteins. 

As the object of the treatment is to.so arrange the dict 
that the patient is always working his powers of carbo- 
hydrate and protein’ metabolism at a little below their 
maximum capacity, and is yet receiving sufficient food of 
a kind that he can make use of to supply the energy he 
needs, constant supervision is required for some time. 
The urine should therefore be examined at intervals to 
determine the state of his metabolism, and the diet be 
readjusted according to the findings and the progress of 
the case. 

_ Even in mild cases of persistent glycosuria a quantita- 
tive regulation of the diet is noveeiie for there is no hard 
and fast line between these and cases of the more severe 
type, the fundamental metabolic error being the same in 
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both, and the one gradually merging into the other. The 
earlier suitable treatment can be commenced, therefore, the 
better is the prognosis. 

It may be objected that this method of treatment is too 
complicated for the average patient, but I have not found 
it to be so in practice. When the reasons are explained to 
them they quickly grasp the essential points, and are 
usually eager to carry out a form of treatment in which 
they can intelligently co-operate. Since the preliminary 
investigations can only be carried out satisfactorily in a 
nursing home, or other institution where the ingesta and 
excreta can be weighed and measured, they receive prac- 
tical instruction in the application of the method, and at 
the same time learn to judge weights and measures with 
considerable accuracy. It is surprising how quickly the 
eye can be trained in such matters, and it is usually found 
that in about a fortnight an appeal to the balance is only 
necessary aS an occasional check, or when some un- 
accustomed food is being taken. The domestic measures, 
such as the tablespoon, teaspoon, or teacup, are sufficiently 
accurate for the estimation of liquids. The greatest ob- 
jection is undoubtedly the expense, but when it is realized 
that diabetes is quite as serious from a chemical point of 
view, as cancer is from an anatomical standpoint, this 
objection loses much of its weight. I am firmly convinced 
that just as a radical surgical operation is the only reliable 
means of prolonging life in malignant disease, so in 
diabetes a thorough quantitative reorganization of the 
diet, based upon metabolic experiments, is the best method 
by which the patient can be offered a fair prospect of 
escaping the serious, and often dramatically fatal, com- 
plications to which his disorder renders him liable. 


REFERENCE. 
1 Tancet, March 23rd, 1912. 


DISCUSSION. 

The Prestpent agreed that the accepted method of 
treatment of diabetes often did harm. He had been in 
the habit of allowing his patients a certain amount of 
potato with good results. 


Dr. CamMInDéE, in reply to the President, said there was 
no doubt that some patients improved if allowed potato 
and others if allowed bread. 





THE TREATMENT OF SYPHILIS WITH 
SALVARSAN AND NEO-SALVARSAN. 


BY 


Brevet Lieutenant-Colonel T. W. Grsparp, M.B., 
Lecturer in Syphilology at the Royal Army Medical College ; in Charge, 
Military Hospital, Rochester Row, S.W.; ’ 


AND 


Major L. W. Harrison, M.B., 
Pathologist, Military Hospital, Rochester Row, 8. W. 


In a paper which we read a year ago to the combined 
Sections of Therapeutics and Dermatology we showed 
that the immediate effect of salvarsan on syphilis is more 
rapid than that of mercury, that it generally succeeds 
when mercury has failed to arrest the progress of this 
disease, and that its action is specific. We will not delay 
you now with further evidence to prove the immediate 
effect of salvarsan on syphilis, because the enormous 
amount of literature on this point must already be familiar 
to you. We propose, instead, to demonstrate with our 
results the great superiority of a routine salvarsan therapy 
of syphilis—that is to say, one in which salvarsan is used 
with or without mercury—over an exclusively mercurial 
one ; to make some remarks on dosage and the general 
management of patients under salvarsan treatment, and 
to speak very briefly about neo-salvarsan. ; 

To support a plea for the routine use of salvarsan in the 
treatment of syphilis it is necessary to show that while it 
is a reasonably safe remedy, its beneficial effects are more 
lasting than those which result from an exclusively 
mercurial therapy. 

The, system of supervision which is exercised over 
soldiers after they contract syphilis has enabled us to 
follow up those patients we have treated with salvarsan, 
and to compare their subsequent progress with that of a 
E 


number of patients who were treated exclusively with 
mercury. In addition to clinical examination, frequent 
tests have been made of the blood serum for the Wasser- 
mann reaction, which we consider of equal, if not greater, 
importance than clinical examination.’ In order to make 
the comparison as fair as possible to the exclusively 
mercurial treatment, we have collected the facts regarding 
the clinical behaviour of our mercurial cases from a 
number of syphilis case-sheets relating to patients who 
were treated with nine injections of mercurial cream in 
the first course, rested for not Jonger than eight weeks, had 
six injections in the second course, and so on—in fact, were 
thoroughly treated with mercury. 

The results we have ascertained are as follows: 

In the salvarsan series, 65 patients were treated with 
one or more intravenous injections of salvarsan, either 
alone or in conjunction with nine intramuscular injec- 
tions of mercurial cream, and were observed for periods 
ranging from twelve to twenty-one months; 9 of them 
relapsed clinically. Forty others were similarly treated, 
and observed for nine to twelve months, and 6 relapsed; 
while out of 57 others who were observed for six to rine 
months, none relapsed. 

Altogether, therefore, out of 162 patients who were 
treated from the outset with intravenous injections of 
salvarsan, either alone or in conjunction with mercury, 
and observed for periods ranging from six to twenty-one 
months, 11 relapsed. In comparison with this, out of 
102 well treated mercurial cases who were observed for six 
to twelve months, 85 relapsed. The average period during 
which the salvarsan relapses remained free from symptoms 
was seven months, while the mercurial relapses occurred 
in an average of 4.2 months. 

When we consider those cases in which treatment was 
commenced before the onset of secondary symptoms, the 
superiority of salvarsan treatment over the exclusively 
mercurial one is still more striking, and incidentally 
emphasizes the importance of early diagnosis and treat- 
ment. Out of 23 primary cases treated with salvarsan 
and observed for twelve to twenty-one months, none 
subsequently showed secondary signs. Out of 10 others 
similarly treated and observed for nine to twelve months, 
2 developed secondary signs; while out of 23 others 
observed for six to nine months, none developed 
secondaries. 

Totally, therefore, out of 56 primary cases treated with 
salvarsan and observed for periods ranging for six to 
twenty-one months, 2 subsequently developed secondary 
symptoms. In each of these 56 cases Spirochaeta 
pallida was demonstrated previous to commencement 
of treatment. In comparison with this, out of 23 primary 
cases who were energetically treated with mercury and 
observed for twelve months, 21 subsequently showed 
secondaries. In the salvarsan series those patients who 
subsequently developed secondaries did so in an average of 
six months, while in the mercurial series secondary 
symptoms occurred in an average of only 1.8 months. 

Within a period ranging from twelve to twenty-one 
months, therefore, the proportion of patients under 
thorough but exclusively mercurial treatment who showed 
further clinical signs of syphilis was twelve times as large 
as that of the salvarsan series; while in cases where 
treatment commenced in the primary stage the propor- 
tion of mercurial cases which developed secondary signs 
was twenty-four times as large as that of the salvarsan 
series. 

Regarding the behaviour of our salvarsan cases to the 
Wassermann test, the results show that out of 157 cases 
who were tested four to seven months after suspending 
treatment, 25, or 15.9 per cent., were positive; out of 91 
cases tested seven to eighteen months later, 18, or 19.8 per 
cent. were positive. 

We have not had an opportunity of testing our mercurial 
cases at such long intervals after suspension of treatment 
as this. Out of 42 cases tested at the end of the fourth 
rest, or about five months from the end of the fourth 
course, 24, or 57.1 per cent. were found to be positive, 
while out of 289 tested three months after the completion 
of two years’ regular treatment by mercurial injections, 
no less than 123, or 42.5 per cent., were found to be positive. 

As you know, the percentage of positive reactions is 
greater the longer the treatment is suspended; while, other 





things being equal, one may expect a larger percentage of 
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positive reactions in the first year of the disease than in 
subsequent ones. Not only were our salvarsan cases tested 
after longer intervals from suspension of treatment, -but 
in most of them less than one year had elapsed since in- 
fection. ‘In spite of these facts the salvarsan series showed 
a considerably smaller percentage of positive reactions than 
the mercurial. 

In illustration of the powerful specific effect of salvarsan, 
in rather less than two years we have had five cases of 
undoubted reinfection amongst the patients we have 
treated with this remedy. We cannot enter into the 
details of these cases here except to mention that in each 
the Wassermann reaction had been negative for many 
months, the new sore was on a fresh site, was clinically 
a chancre in which numerous spirochaetes were found, 
and occurred within the incubation period of syphilis 
from the date of exposure to infection. 

After the results we have related, we do not think there 
ean be any doubt that the routine use of salvarsan in 
syphilis will effect an enormous reduction in inefficiency 
from syphilis, especially when we consider that our 
salvarsan series includes a number of cases which were 
treated solely with one or two intravenous injections, a 
method of treatment which we do not think will give such 
good results as when salvarsan is used. in conjunction with 
intramuscular injections of mercury. In illustration of 
this we may mention that out of 110 cases which were 
treated with an initial injection of salvarsan, then nine 
injections of mercurial cream, and finally an intravenous 
injection of salvarsan, 3 only have relapsed. 


As to the safety of salvarsan, we have given 1,560. 


intravenous injections and 43 intramuscular or sub- 
cutaneous, and have experienced no untoward result. Nor 
have any of our patients suffered from affections of the 
cranial nerves, though one of our relapses suffered from 
hemiparesis, which cleared up rapidly under injections of 
calomel cream. For ourselves, we are convinced that 
affections of the nervous system which have been recorded 
after salvarsan treatment are evidence, of syphilis relapse 
and not of any neurotropic action of salvarsan. From the 
statistics of 4,400 cases treated in the Austrian, German, 
English, and American armies with salvarsan, about 
4 per 1,000 subsequently suffered from affections of the 
nervous system, and in many of these cases it is well 
recognized now that the initial treatment was not nearly 
energetic enough to ensure destruction of all the infecting 
spirochaetes (Ehrlich). 

The question of deaths after salvarsan is naturally one 
of the greatest importance, and one which will well repay 
the closest investigation in order that we may not exag- 
gerate the dangers of salvarsan on the one hand or run 
unnecessary risks on the other. As far as we can gather 
from the literature about 150 deaths have been recorded. 
It is not a large number when we consider the hundreds 
of thousands of injections which have been given, and it 
is astonishing that it is not higher considering the extra- 
ordinary technique adopted by some workers, and the 
eases to which they have administered salvarsan. We 
can safely say that the very great majority of deaths 
have been due either to faulty technique or gross dis- 
regard of well-known contraindications. A few deaths have 
been recorded, however, which cannot be explained in 
this way. Less than a dozen of them have been recorded, 
but they are important because they occurred in patients 
who, except for the fact that they were suffering from 
syphilis, were apparently in good health, and, as far as 
we can gather, the technique of the operators was beyond 
question. They are those cases in which rigor, epilepti- 
form convulsions, coma, and death followed the injection 
in a few days. In all of them post-mortem examination 
showed punctiform haemorrhage in the brain, and it is 
evident that a common cause was at work in these 
cases. Professor Ehrlich believes they are due to libera- 
tion of endotoxins from spirochaetes in the meninges, since 
they have almost always occurred in early secondary 
syphilis, the stage when the infection is generalized, 
and when, as we know from the headache which is so 
common at.‘this time, there may be multitudes of 
spirochaetes in the brain meninges. For many reasons 
we are bound to say we do not agree with this explana- 
tion. It is not surprising that the majority of these 


deaths should have occurred in patients who were suffering 
from arly secondary syphilis, since by far the great 








majority of patients who are treated with salvarsan must: 
be in this stage of the disease. But not all cases of death 
with these symptoms and post-mortem appearances have 
happened in the early secondary stage.” Marschalko and 
Vesprémi record a case in which the infection was of 
twenty years’ standing, where the same symptoms and 
death, with the same post-mortem appearances, followed 
a railway journey of 500 kilometres, undertaken four 
hours after the injection, and Lesser has recorded a case 
of fifteen years’ standing when death occurred after the 
second of two injections which were given in a week. 
Again, if death is due to liberation of spirochaete endo- 
toxins, it is difficult to understand why it does not always 
follow the first injection, when presumably the greatest 
liberation of toxins must occur. It seems to us much 
more reasonable to suppose that an extremely small pro- 
portion of patients.are susceptible to salvarsan, and that 
this remedy, like other arsenical preparations, has a 
cumulative action. Marschalko and Vesprémi have. pro- 
duced identical symptoms and post-mortem appearances. 
in rabbits by overdosing them with salvarsan, so that 
there can be no question of liberation of spirochaete 
endotoxins in these experiments. 

If we accept the explanation that these deaths were due 
to overdosing of exceptionally susceptible patients with 
salvarsan, we can take steps to avoid its occurrence. It is: 
quite possible, as Marschalko and Vesprémi claim, that we. 
can do as much at one time with a smaller dose as we can: 
accomplish with 0.6 gram; that in fact, when we give 
0.6 gram as much as 0.3 gram may be wasted. We are 
compelled now to recognize the fact that we cannot hope 
to cure syphilis with one dose of salvarsan, even if this be 
as high as the patient could be expected to tolerate. To: 
use a pathological term, we must employ intermittent 
sterilization, and our experience confirms that of others in 
finding that better results are to be expected from two or 
more doses of salvarsan in conjunction with a course of 
intramuscular injections of mercury. 

Up to quite recently we have always commenced with 
0.6 gram, but are now building up a series of cases to 
which we are giving an initial dcse of 0.3 gram, following 
this with two injections of calomel cream, then another 
similar dose of salvarsan, two more calomel injections, 
and, lastly, a dose of 0.3 gram salvarsan. This series will 
be compared with a similar one we have just completed in 
which 0.6 gram salvarsan was given. It is too early at 
present to compare our results with salvarsan and calomel 
cream with those under salvarsan and mercurial cream, 
but the present indication is that we shall find eventually 
that better results have followed the course made up of an 
initial dose of salvarsan, then nine injections of mercurial 
cream, and lastly an injection of salvarsan. Subsequent 
to a course of injections on the lines we have mentioned, 
we examine the blood serum once every three months, and 
repeat the treatment if the Wassermann reaction becomes 
positive. Our patients are examined monthly for clinical 
signs. 

There is little to say regarding neo-salvarsan, except to 
give a word of caution regarding the enormous doses of it 
which have been given. We have given doses of 1.2 gram 
every eight days for a month, and have seen no ill effect 
from its use; but in recent letters Ehrlich and Schreiber 
warn us against using doses even of this size, which are 
moderate in comparison with those which Schreiber 
administered at first with perfect safety. Neo-salvarsan 
seems to produce much the same effect on syphilis as 
salvarsan. It has not been followed by reaction so fre- 
quently in our hands, and may possibly be convenient 
from the fact that it is so very soluble in water and can be 
given at once. But it is very unstable, and we think that, 
as it demands greater care in its administration and more 
punctilious regard to detail than salvarsan, it will not 
replace the older remedy. 


DISCUSSION. 

Dr. R. Stoprorp-Taytor (Liverpool) said that it would 
be impertinent on his part to criticize Major Gibbard’s 
and Major Harrison’s paper, because his experience was 
infinitesimal as compared with the work done at Rochester 
Row by them. What had struck him was the extreme 
care with which the pros and cons of this method had been 
laid before them, and if one had any doubt as to the. 
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excellent work done by these gentlemen, he (Dr. Stopford- 
Taylor) would advise the doubter to visit Rochester Row, 
where, he felt sure, he would be received with the greatest 
courtesy by the officers in charge. 


Mr. ArtHur Evans (Liverpool) said he had performed 
some 500 injections of salvarsan, and up to the present 
had had no fatality or the least cause for anxiety. He 
agreed with Major Gibbard entirely as to its efficiency, 
and he considered it a much more potent and rapid specific 
than mercury. He had never seen any affection of the 
cranial nerves follow it, immediate or remote. With 
regard to the safety of the procedure, it should only be 
performed by experienced administrators. He specially 
emphasized its great value in conditions affecting the 
palate and nose, a number of which he had treated; early 
perforations of the palate had completely healed over in 
a few days under this treatment. He predicted that 
when salvarsan was more generally used, many of the 
hideous syphilitic deformities of the face would disappear. 
He did not recommend its use in late nervous cases with 
obvious nerve degeneration, neither was it of any use in 
congenital nerve deafness the result of syphilis, as here too 
degeneration had taken place. 


Dr. H..p—E Carte Woopcock (Leeds) said that to him the 
alternation of dosage by salvarsan and calomel cream 
seemed to require some further explanation. What was 
the scientific reason for this-alternation of remedies? To 
what action and interaction did it owe its success? 
Whilst full of interest —benevolent interest—in the 
unfortunate soldier, he would like to know if Major 
Gibbard could answer one very serious question. Did the 
children whom the syphilized soldier (treated by salvarsan) 
claimed as his own escape congenital syphilis ? He knew 
quite well that Major Gibbard was mostly interested in 
bachelor life, but in his keenness he would doubtless as a 
clinician have invaded the matrimonial area. In a great 
hospital of North Britain he (Dr. Woodcock) once saw a 
patient who, with ordinary dosage given under the supervi- 
sion of the highest authority, had yet suffered gravely from 
salvarsan. ‘The patient had, after two doses of the drug, 
been attacked by hemiplegia with aphasia. Doubtless 
Major Gibbard would know of this and many other similar 
cases. One would like to know the frequency of such 
accidents. He ought to add, however, that the case in 
question was one of parasyphilis. 


Major GiIBBARD, in reply, said that possibly mercury 
assisted “606” by promoting absorption of the small cell 
exudation which occurred in syphilis. With regard to the 
result on the children of syphilitics who had been treated 
by salvarsan, he was able to say that certain syphilitic 
pregnant women so treated had given birth to healthy 
children. He agreed that only temporary improvement 
occurred in parasyphilis, but he had seen good results in 
early cases. It was important that those who used this 
form of treatment should be specially trained, but if this 
were done he considered it a perfectly safe procedure. 





SOME POINTS IN THE 
TREATMENT OF PULMONARY TUBERCULOSIS, 
INCLUDING CONTINUOUS ANTISEPTIC 
INHALATION. 


By C. Mouruu, M.D., 
Physician, Mendip Hills Sanatorium, Wells. 
Tue wide interest taken at present in the Government 
Insurance Scheme and the provision of national sana- 
toriums. has brought the question of the treatment of 
consumption very prominently before the public, and has 
given me an opportunity to present to you a brief account of 
the means employed in our sanatorium in fighting this 
disease. The study of the treatment of consumption 
makes it essential that we should have some clear idea as 
to the incidence of the disease, and take a broad, philo- 
sophic survey of its ramifications and factors and trace 
this gigantic tree to its many roots that lie under the soil. 
Tuberculosis is a disease common to every civilization, 
and is peculiarly the outgrowth of the mdustrial and 








material development of modern civilization. Having 
lived both in the East and the West and studied the 
question of tuberculosis from social, economic, and 
national points of view, I make bold to say that where 
there is no civilization there is no tuberculosis, and as 
soon as the savage living in his primitive way comes into 
contact with the Western civilization and adopts Western 
ideas in his habits of dressing, eating, and living, consump- 
tion, cancer, and syphilis ravage his country and destroy his 
people; that civilized man, in his pursuit after wealth and 
comfort, spends half his energy in letting loose the demon 
of disease, and spends the other half in trying to catch 
him ; that man creates conditions of disease within himself, 
and he alone must work out his salvation from within; 
that as long as man’s vitality is not too low for Nature to 
work upon, she can respond to the treatment, and create in 
her secret: laboratories vital energies that make for peace 
and healing; but if she fails to respond, all man’s efforts 
and all the resources of modern science will be unable to 
take her place and-effect a cure. Behind the ordinary 
predisposing causes of poverty, slums, and overcrowding ; 
behind the wear and tear, the hurry and bustle of modern 
life ; behind even tubercle bacilli, lie the root causes of 
worry, anxiety and mental strain, which lower the resist- 
ing power of cells and tissues. Years of unhealthy living 
and vicious habits and environment of modern civilization 
have brought about two evils: (1) They have sapped man’s 
vital energy; (2) they have supplied the harmless sapro- 
phytes with food and virulence. So that any method of 
treatment to be effectual and permanent should have the 
twofold aim of raising the resisting capacity of the indi- 
vidual, and arresting, if not destroying, the growth and 
activity of pathogenic organisms. What, then, are the 
means to be taken to attain those two objects? How can 
we most successfully attack pulmonary tuberculosis ? 

The history of the treatment of consumption is long, and 
the voices that claim to have found a specific are many. 
In the course of a long career of many years of sanatorium 
work in England I have treated more than 1,000 cases, 
and have tried almost every remedy known, including 
antiseptic injection like the intravenous injection of 
formalin; tuberculin treatment, both in the forms of sub- 
cutaneous injection and given by the mouth; Wright's 
opsonic index ; drugs like creosote, carbonate of guaiacol 
given internally, hypophosphates, cod-liver oil, etc. I have 
to confess they all have failed one by one to effect a per- 
manent and satisfactory cure. But clinical experience, 
which made us discard many remedies, has enabled us to 
organize and develop three main lines of treatment which 
have proved of great success in saving about 50 per cent. 
of lives during the last thirteen years’ work among 
consumptive patients. 

What are they? They are: 

(1) Open-air measures. 
(2) Graduated physical exercises. 
(3) Continuous antiseptic inhalation. 

(1) ye geter ed measures include fresh air, food, and rest, which 
place the patient in a favourable condition to increase his vital 
energy and resisting power. 

(2) Graduated physical exercises further increase tissue 
resistance, whereby Nature is able to respond and meet every 
tuberculous poison with an antibactericidal substance which 
makes for healing. 

(3) Continuous inhalation takes the patient still further, and 
makes an effective attack on pathogenic organisms, inhibiting 
their growth and activity, and thus puts a finishing touch to 
the cure of the disease. 

1. The open-air treatment—whether carried out in 
a sanatorium, in the garden of a private house, in the 
open-air chalet, in a farm colony—has come to stay in 
England. It is Nature’s way of cure. It should be 
the basis of all treatment of consumption. True it is a 
long process, tedious and expensive. But Nature knows 
no short road. All short cuts to cure the disease 
have proved long in the long run. Fresh air, food, and rest 
help to recuperate the patient’s failing energies, and 
= the soil, so that Nature may begin her beneficent 
work. 

2. Graduated physical exercises take the patient further 
on the road to recovery. They are worked under four 
groups: A 

(a) Graduated breathing and singing exercises, which 
are carried out both morning and evening under the super- 
vision of the physician, expand the chest, increase, phy- 
siological activity, open up the air cells, increase the intake 
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of oxygen and physiological activity, and improve the 
patient’s physique and well-being. 

(@) Graduated labour. Patients begin by chopping 
wood, then sawing, then go on to planing wood from five 
to twenty minutes. The next step is digging broken 
ground, and finally digging unbroken ground. 

(c) Tramping. Patients commence walking from half 
to one mile; their walks are gradually extended to two, 
three, four, or five miles a day. As they get stronger, they 
are allowed to go further afield, covering new ground, 
visiting fresh places of interest, and to absent themselves 
in the afternoon or the whole day. 

(d) Camping. Tramping naturally leads the patients to 
camp out in the open air, cook their own food, and sleep 
away from the sanatorium—all of which allow a great deal 
of latitude and freedom to the senior patients. When 
breathing exercises, or chopping, sawing or planing wood 
become dull and monotonous, tramping and camping under 
the supervision of the physician make a change, add 
variety, create a new interest, take the patient away from 
thinking of himself or his condition, and at the same time 
enable him to work out his own salvation and cure. For 
the last ten years we have been gradually working these 
exercises into a system, and we find that there is still room 
for improvement. There is, indeed, a great scope for 
development for this line of treatment in the future. 

The rationale of graduated labour is that rest and 
exercise are so adjusted and regulated by the gs Hr 
that for every toxin generated in the system Nature 
creates an immunity which increases the resistance 
capacity of the patient and makes for his health. This 
alternate rest and exercise, rest in every form—rest of 
body and mind, rest in bed, on the lounge chair, in 
the hammock, rest while tramping; exercises of all 
kinds, in every pleasant and agreeable form, balancing 
intoxication with immunization—all controlled and rega- 
lated by the physician—this, I assure you, is the secret of 
creating a natural, and therefore a permanent, immunity. 

3. Side by side with the two previous agencies, anti- 
septic inhalation comes as a further aid in the cure of 
consumption. 

Antiseptic inhalation has a classical history and dates 
back further than the Greeks, even to the ancient Indians. 
It is most interesting that more than 2,500 years ago 
Indian physicians used aromatic substances—in the form 
of sticks which were lighted and their fumes inhaled—in 
bronchial and lung affections. Coming back to our present 
time, many distinguished names, like Sir William Roberts, 
Dr. Coghill, Dr. Burney Yeo, Dr. Wilson Fox, stand pre- 
eminently among those who have used inhalation in the 
treatment of consumption. Lately, Dr. David Lees has 
come forward to champion the cause of this methad cf 
treatment, and has published seventy successful cases that 
came under his care during the last three years. It was 
Dr. Burney Yeo’s lectures while a student at King’s 
College, London, that drew my attention to the inhalation 
treatment. So in 1895 I first treated a consumptive 
patient with the inhalation of creosote, carbolic acid, and 
iodine. The patient was a married man, then working at 
Houndsditch, London, and presented all the classical 
symptoms—emaciation, fever, cough, and expectoration 
which contained tubercle bacilli He made a good 
recovery, and is now living at Sheffield, with a family of 
five shikioon grown around him. Ever since 1899, when I 
began sanatorium treatment, I had greater opportunities 
to use the inhalation in a more systematic way. 

Some of the patients of the first batch treated in 1899 
are still living. One is at Liverpool, married since he left 
the sanatorium, and has four children. Cases such as 
these give the lie to the insinuation of the pessimist that 
patients do not live ten years after they have had the 
sanatorium treatment. The inhaler which I employ is 
one which I have devised after the pattern of Dr. Yeo and 
Dr. Ruata. It is light, made of perforated zinc, to admit 
both air and antiseptic vapour freely, durable so as to bear 
the wear and tear of continuous use, and has a pad of wool 
to fit under the chin to absorb moisture and prevent the 
inhalant from irritating the skin. We use mainly two 
kinds of solutions—one a mixture of formalin (in 2}, 5. and 
7} per cent. strengths), with guaiacol, menthol, pumiline 
pine, chloroform, and rectified spirit; and the other is a 
stronger solution containing guaiacol, iodine, terebene, 
pumiline pine, chloroform, and rectified’ spirit. Both the 





inhaler and the solutions are manufactured by Messrs. 
Oppenheimer, Son, and Co., London. The advantage of 
using two or three mixtures is this: the monotony of 
using the same solution for days, weeks, and months has a 
wearying effect upon the mind, whereas the change and 
variety of solutions creates a fresh interest in the treat 
ment and stimulates the patient’s effort to continue the 
inhalation and persevere till success is achieved. 

The mode of procedure is as follows: When the patient 
first comes to the sanatorium he is sent to bed and kept 
there if he shows any signs of a rise of temperature. He 
has the inhaler for two hours the first day, four hours the 
second, six hours the third, and eight hours the fourth and 
the following days. In this way he is gradually prepared 
to use the inhaler a great part of the day as well as the 
night. Patients keep on the inhaler while they are walk- 
ing, resting, reading, or playing games, etc. In fact, they 
are encouraged to put on the inhaler at every opportunity 
from the time they wake up in the morning till late at 
night, and even during the night. And as they improve 
and show signs of arrest of the disease the hours are 
gradually reduced to six, four, and two hours a day. 

It is rather difficult to dogmatize in what way anti- 
septic inhalation benefits the patient. I cannot help 
believing that volatile vapours continuously used enter the 
alveoli and have a direct action on the pathogenic 
organisms, inhibiting their growth and activity, and 
cutting short the morbid process in the lungs. This is 
clinically proved by the reduction of temperature, cough 
and sputum, gradual disappearance of tubercle bacilli, and 
final arrest of the disease. Some patients improved so 
rapidly by its continuous use that it was impossible to 
attribute their improvement to anything else. Many of 
the cases Dr. Lees has reported had no sanatorium treat- 
ment, so that the benefit and, in many cases, the entire 
recovery could only be due to the inhalation employed. It 
cannot be too often emphasized that the secret of success 
of antiseptic inhalation depends upon its being used con- 
tinuously and perseveringly. The more strenuously it is 
employed the better the prospect of its success. 

Although I have used the inhalation in many hundreds 
of cases I have had no ill effects from its use. Patients 
use weaker solutions to begin with, and as they get accus- 
tomed to them they go on to stronger mixtures. If 
formalin causes any irritation of throat and nose (which 
it does not in the majority of cases, as it actually hardens 
the mucous membrane of the air passages) the second 
mixture is substituted from the commencement. In a few 
cases there was a tendency to hyperaemia, as shown in 
the stained sputum, owing to the negative pressure caused 
by the inhaler. This is rather an advantage than other- 
wise, as the resistance the inhaler provides favours the 
flow of blood into the lungs like Kuhn’s suction mask, and 
facilitates healing. 

Other uses of the inhaler are: It affords protection from 
dust and strong winds; also prevents an attack of in- 
fluenza, cold, or catarrh of the nose from spreading down- 
wards and starting fresh mischief in the lung or laying 
open an old lesion. 


Results. 

As to the results, statistics are so full of fallacy that one 
hesitates to give the results in mere figures and tables. 
I have published in my book the results up to 1910. In 
1911, leaving out those who only stayed a few weeks in 
the sanatorium, 42 patients went through the treatment 
from three to ten months. Placing them under six 
divisions : 

20 made an excellent recovery; they had no physical 

signs and no bacilli in the sputum. 

6 greatly improved; they had no temperature, very 
few physical signs; had they remained a little 
longer they would have made a complete recovery 
and been placed in the first division. 

5 moderately improved ; they had no temperature, 
areas of disease smaller, expectoration less, physical 
signs improved. 

6 improved; temperature reduced, gained some weight, 
physical signs improved. 

4 went back. 

1 died of haemoptysis. 


One of the 20 who got quite well‘came from Liverpool ; 
was sent by Dr. Glynn and Dr. Craigmile. The patient 
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was an insurance manager, aged 39, married. The whole 
of the right upper lobe was involved; there were signs of 
old disease in a large part of the left Jung; for weeks his 
sputum was coloured. He carried out the inhalation very 
faithfully, and at the end of nine months left the sana- 
torium quite well. Lately he has been examined by Dr. 
Glynn, who has givéa an excellent certificate of health. 

To go into the details of the other 19 cases will only be 
a wearisome reiteration. To give a few interesting items: 
Their ages ranged from 19 to 43; 5 were early cases, 11 
were in the second stage, and 3 were advanced cases with 
cavities. Except 2 all had a temperature ranging from 
99° F. to 102° F.; 3 gave a history of pleurisy and 4 of 
early haemoptysis. In 6 there were no bacilli in the 
sputum. They stayed from three and a half to ten months, 
and did well, and practically all of them have gone 
back to work. 

To sum up: Tuberculosis is a widespread disease of 
civilized mankind, brought on by its social, industrial and 
economic conditions which have undermined the vital 
energy of cells and tissues. The main object of the 
treatment should be to strengthen the soil and _ its 
resistance capacity. The principles of the open-air treat- 
ment, which stand for clean food, clean air, clean 
surroundings and aclean life, are both sound and scientific, 
and should be the basis of all treatment of consumption. 
Open air measures improve the general condition and 
nutrition. Graduated labour creates natural immunity. 
Continuous inhalation tends to destroy the morbid activity 
of pathogenic organisms. All these agencies combined and 
carried on in a sanatorium under an experienced and 
enthusistic physician hold out the best prospect of 
recovery in the majority of early cases. If these measures 
fail, it may be because the vicious influence of heredity 
and environment is too strong for Nature to respond to 
treatment. Clinical experience also points out that we 
must not rely too much upon “our little systems,” 
our pet theories, and the works of our hands. Nature can 
often do without any and all of our recognized methods of 
treatment and still bring about a cure. Life’s forces and 
energies are too subtle, flow too deep and mysterious for 
man to understand them all. 





SOME FURTHER EXPERIENCES OF ARTIFICIAL 
PNEUMOTHORAX IN THE TREATMENT OF 
PULMONARY TUBERCULOSIS. 

By S. Vere Pearson, M.B., M.R.C.P., 


Physician to the Mundesley Sanatorium. 


THE remarks which I have to make to-day are supple- 
mentary to what I have already published in Latham and 
English’s System of Treatment (vol. i) and last September’s 
Practitioner. Further experience of artificial pneumo- 
thorax impresses me more than ever with the occasional 
usefulness of the procedure. Treatment by such a drastic 
method would very rarely be necessary if the early 
symptoms and indications of chronic pulmonary tuber- 
culosis and the first principles of its treatment were better 
recognized by the public and the profession. No one 
should undertake this procedure without a full compre- 
hension of the risks involved and of the methods for 
avoiding those. risks ; otherwise, disaster to the patient is 
likely to result, and the treatment will quickly be brought 
to discredit. Sudden death from gas embolism can be 
avoided by taking fairly simple precautions; and the risk 
of death from the shock of pleural reflex is very slight and 
one well worth taking. It is necessary fully to inform the 
relatives of a patient chosen for the treatment the reasons 
for undertaking it. These reasons are generally summed 
up in the statement that the prognosis for the patient 
chosen is extremely bad, but that it is materially improved 
under thistreatment. Doctors must judge the results of 
the method while remembering this point. There is 
another warning I wish again to emphasize—one con- 
nected with the choice of patient. It is brought out by 
my expressing the opinion that many cases with marked 
bilateral disease will simply have life shortened by the 
adoption of this procedure. ; 

With respect to the kind of needle to use, I have tried 
various kinds. For a first punctufe I use the simplest 
kind first, and then if that is not successful in finding free 








pleura I use different, more complicated kinds. Generally 
when I have not been able to give an injection of gas 
at one of the first two or three punctures, I have not 
succeeded, even after a dozen or fifteen attempts. I have 
not up to the present found it expedient to have recourse 
to Brauer’s open method. For refills the simplest forms 
of needle are the best. That which has a solid point and 
a side opening is rather more painful to the patient. On 
the other hand, an ordinary hollow needle has to be 
cleared by the stilette about once in four times, and 
theoretically there is more liability of a tiny piece of skin 
being carried into the pleural cavity; this increases 
slightly the liability of infecting the pleura from without. 
Hence, perhaps it is better to use one of the solid pointed 
needles. A modification of that usually named after 
Betrup Hanson, for an ordinary refill, is quite a good one. 
In this needle the stilette can come up to, but not through, 
the opening close to the point. Care must be taken to see 
that the needle carefully fits the hilt and is screwed up 
tight to the washer on it. I generally use a needle only once 
or twice, and then I have it resharpened. If the needle is 
never boiled, but sterilized by being put, just before the 
operation, into alcohol, the drying of it is facilitated, and 
its point keeps sharp better. The sharper the needle, the 
less the pain to the patient. In withdrawing the needle, 
seize the skin and subcutaneous tissues the moment the - 
needle has been withdrawn and pull them about to and 
fro. This helps to prevent surgical emphysema into the 
superficial tissues. After the completion of an injection I 
take the needle and holder off the tube and replace it by a 
sterilized solid glass rod. This, with the end of the tube, 
can then be dipped in antiseptic solution and dried with a 
sterilized towel just before the next operation. 

In passing the nitrogen gas into the chest I much 
prefer siphonage to the use of hand-bellows. It is more 
difficult to teach an assistant the use of hand-bellows, and 
to supervise him or her closely, than is the case with 
siphonage. Towards the end of an injection, for example, 
especially in a case where some adhesions are present, 
when the pressures are somewhat high, there is danger of 
gas being sucked out again from the chest, or, short of 
this, of the pressures on the manometer being reduced 
below what they are actually within the chest, by relaxa- 
tion on the part of the person operating the hand-bellows. 
After some of the gas has been injected into the chest 
this is particularly liable to happen if the level of the fluid 
in the nitrogen bottle or cylinder is higher than that in 
the other, as may happen easily if the bottles stand on the 
same level. Then, as soon as ever the assistant ceases to. 
squeeze quietly and repeatedly the ball of the bellows, the 
positive pressure in the nitrogen bottle starts siphonage 
working, and this will be in the wrong direction. I have 
found it quite feasible to deal with pressures up to + 30 c.cm. 
of water by means of siphonage, provided the tabe 
between the bottles is a good length. It is seldom that a 
pressure as high as this is required. 

The exercise of careful judgement is required in deciding 
how to space the doses of nitrogen properly. In most 
cases, too, it is not always quite easy to decide the proper 
amounts of gas to give, so that the resulting intrapleural 
pressure will be what is adequate and desirable for the 
particular case at the particular time. In spacing the doses 
a preliminary knowledge of the average rate of absorp- 
tion is important. I subjoin a table (p. 958) showing the 
injections actually given in one of my cases which behaved 
in a more or less average manner. The physical signs on 
the pneumothorax side must be frequently observed, 
especially during the first few days. After a good 
pneumothorax has been produced, if the breath sounds 
remain absent the lung has not appreciably re-expanded. 
Absence of breath sounds is better than weak amphoric 
breathing. If weak amphoric breath sounds occur over 
too wide an area previously silent, it is time for another 
injection, irrespective of what the preceding space between 
doses has been. My experience has been that a bell note 
is not at first present. Tinklings, too, are not unusually 
found, at all events at first. 

In the case of a patient whose adhesions prevent com- 
pleteness of the pneumothorax the physical signs will 
indicate where the shore, so to speak, of the adhesions is. 
If the adhesions confine the gas to one jocality, it is 
important to note at the beginning of the treatment where: 
the pleural surfaces are separate by observing where the 
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breath sounds are silenced, lest any difficulty arise at a 
subsequent injection. If subsequently any trouble in 
finding free pleural cavity arise—and such trouble may 
occur in a difficult case—it is useful to know the exact 
area where a pocket of gas was formed. By perseverance 
in giving reinjections of nitrogen at more frequent intervals 
than under ordinary circumstances, and by cautiously and 
gradually raising the pressures, adhesions may be broken 
down. But the outlook for ultimate success is not generally 
good in such cases. aa 

One physician who has recently adopted artificial 
pneumothorax in one or two cases tells me a natural 
pneumothorax has arisen in more than one case in the 
course of ‘the injections. He supposes this has occurred 
from breaking down an adhesion and at the same time 
tearing a hole in the lung. Such an accident I have never 
experienced, and I cannot help wondering whether it is 
not due to raising the intrapleural pressures too high and 
teo quickly, either at one injection or through a series of 
injections, or both. 

I find that it is not at all uncommon for patients to lose 
weight a little, or at all events not to gain any weight, for 
the first few months. This must not produce discourage- 
ment; for perseverance and patience, with plenty of rest 
and great caution in the amount of exercise prescribed, 
whatever be the state of the temperature readings, 
gradually bring about increase in body weight, and 
eventually good recovery. 

Fluid arises in over one-third of the cases, and generally 
has to be periodically withdrawn until it undergoes reso- 
lution. This may come about through the stages of pus 
formation, succeeded by cheesy thickening, and, finally, 
fibrosis. Secondary micro-organisms have no say in these 
processes, or rather they should have no say, and, as a 
rule, have not. In my small experience they have had 
none, I am glad to say. The spacing of the doses of 
nitrogen gas, and the decision as to how much gas to give 
and what pressures, are considerably more difficult in 
cases where fluid arises. In the operation of withdrawing 
fluid and replacing it by gas, I find that it is best to use 
two separate needles. I need hardly add every canon of 
treatment condemns the idea of draining such a case 
under ordinary circumstances by incision, or external 
opening with a tube in it. In cases with fluid the visceral 
layer of the pleura is apt to become much thickened. If 
this occurs and the lung re-expands partially, it will 
become all the more difficult to compress it again. There- 
fore, when such a condition is surmised, pressures should 
be rather higher. than under ordinary circumstances. 
Occasionally, in cases from which fluid has been withdrawn, 





the lung re-expands rather suddenly and unexpectedly, 
according to one authority (Dr. C. Lillingston{ Lancet, 
July 15th, 1911). When fluid has been present, especiall 
for any length of time, and the lung allowed to re-expand, 
the two pleural surfaces nearly always become firmly 
adherent, and I believe generally this adherence sets in 
very quickly. Therefore, under such circumstances 
particular care must be taken not to allow re-expansion 
too soon. I append brief details of some cases. 

The following notes refer to the after-history of those 
cases I published in the Practitioner last September: 


No. 1. This, the first patient for whom the procedure was 
adopted in England {in August, 1910), is enjoying good 
health, except for the inconvenience of having a tube in 
his side. The presence of this is due to the fact that last 
autumn an effusion arose, with some fever. After it had been 
withdrawn thrice it became purulent, though no secondary 
micro-organisms were present in the fluid. The patient allowed 
his practitioner last September to treat it as I have indicated 
without any reference to a specialist. He wrote to me three 
weeks ago (June 30th): ‘‘I feel very well, and get about quite a 
lot.”” He leads a quiet life, but goes occasionally to race 
meetings, and helps to grow prize sweet peas in his garden. 


No. 2, for whom the effort to produce an artificial pneumo- 
thorax was futile on account of adhesions, is considerably worse, 
although the disease is still much limited to one side. 


No. 3, also a case in which there was failure to produce a 
pneumothorax, is worse, but, I believe, still alive, though in her 
case the disease is now much more bilateral.* 


No. 4 has made a wonderful recovery. I gave him a refill 
last week. He comes to Mundesley once a month for this. His 
larynx is healed, his voice normal. I have never seen so bad a 
laryngeal tuberculosis make such a recovery. Dr. Burton- 
Fanning, who has seen the patient once or twice in consultation, 
wrote as follows to me (on July 19th): ‘‘I do think his case a 
marvellous result of treatment—as regards generad condition, 
lung, and chiefly as regards larynx.’’+ 


In the following cases I decided not to adopt this method 
of treatment, and in no case have I seen fit to regret my 
decision : 


No. 5is rather worse, although not seriously so. 
applies to No. 6. 


No. 7 is alive and well. 
No. 8 died in September, 1911. 


No. 9 died in November, 1911. Some months before his death 
the chest was explored with negative result by Sir Rickman 
Godlee to make more certain of eliminating an empyema. 


No. 10 is alive and well. 
No. 12 is alive and well. 


The following cases have not been published before. 
Tubercle bacilli were found in all five, usually in plentiful 
numbers. 

CASE 1. Male, aged 26; admitted to sanatorium, June, 1911; 
ill for about a year; he came straight from another sanatorium, 
where he had been nine months in residence without marked 
benefit. Slight persistent fever; plentiful cough and frothy 
expectoration present. Physical signs pointing to extensive 
left-sided disease with large cavity towards base. Right side 
clear, or doubtful, with very sligbt abnormal signs. Some 
cervical lymph glands swollen. General condition: Flabby, 
anaemic, irritable in temper, poor appetite, and weak digestion. 
Fourteen attempts to induce artificial pneumothorax made, 
with no success. I could not find free pleura on account of 
adhesions. These efforts were made in August, 1911. I tried. 
more than one type of needle and trocar. At the end of 1911 
the patient went abroad. He has recently returned to England; 
I understand his conditton now is rather worse.* 

CASE 2. Female, aged 22; ill for ten months before admission 
on November 16th, 1911. Dr. Arthur Latham saw the patient 
in consultation. She had been four months just before admis- 
sion at another sanatorium without making progress. The left 
side was extensively excavated. Dr. Latham looked upon the 
prognosis as bad, and recommended artificial pneumothorax to 
be tried (although there was some disease on the sounder, right 
side) because he thought, otherwise, the chances were prac- 
tically hopeless. There was constant fever for at least five 
months previously to November 20th, when I induced an arti- 
ficial pneumothorax at the first puncture. The range of fever 
was generally between 99.4° and 100.5°, occasionally rather 
higher ; pulse 90; sputum copious. This patient is still in the 
sanatorium. She has received twenty-six injections of nitrogen. 
The pneumothorax is fairly complete. A little fluid has 
recently arisen. During the course of the last six months some 
tuberculous laryngitis has arisen and subsided again, and is now 
almost healed. The condition at the present moment is de- 
cidedly better, although not satisfactory. During the last week 
the fever has been nearly a degree (F.) lower. The patient is 
only just now beginning to get up, and the pulse keeps too 


This also 





* October.—These two patients for whom 1 could not indace an 
artificialpneumothorax have recently died. . 
+ See note on p. 959. 
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CasE 5.—A, Date of admission (February 10th). 3, Profuse night sweats. c, Night sweats less. D, Cough still troublesome and fever 
persists. E, First N injection. F, Second N injection. «, Third N injection. 4, Fourth N injection. 1, Fifth Ninjection. 3, Sixth 
Ninjection. K,Seventh N injection. L, No night sweats, no cough(March 8th). Mm, Up three-quarters of an hourin chair. a R, Absolute rest. 


frequent. But she feels and looks a good deal better, and the 
cough has now at length become decidedly better and the 
sputum greatly diminished. The comparatively unsatisfactory 
result of this case so far is largely due to the activity of disease 
in the sounder (right) side. But undoubtedly the patient has 
improved, and the outlook has been bettered by the treatment.t+ 

CASE 3. Male, aged 42 ; admitted August 21st, 1911. Five years 
previously phthisis suspected and diagnosed by general practi- 
tioner, but not confirmed by two consultants. Was leading a 
strenuous life during this period up to within a few weeks of 
admission. From the day of admission the temperature ranged 
very high. It was 107° on August 23rd, and throughout this 
month seldom fell below 101°, then only by a few points. There 
was acute pneumonic disease affecting most of the right side, 
with accompanying grave severity of symptoms. After three 
months’ strict rest, etc., the symptoms had abated but slightly ; 
fever still ran up to 102°. Dr. Hector Mackenzie saw the patient 
in consultation, and it was decided to attempt the induction 
of an artificial pneumothorax, because the outlook otherwise 
looked so black. On November 14th I was successful in accom- 
plishing this at the first puncture. A fairly complete pneumo- 
thorax was induced. Since then the outlook has been materially 
altered, and gradually progress has been made. Up to the pre- 
sent twenty-one injections of nitrogen have been given. On 
June Ist the patient left the sanatorium, his temperature having 
heen normal since the middle of January. Some fluid has com- 
plicated this case, and has kept the progress from being as good 
as it otherwise might have been. On four occasions fluid has 
been withdrawn—once 2,420 c.cm.—2,600 c.cm. of gas being 
introduced at the same time. The patient has gained 8 or 9 Ib. 
in weight, and continues to go on in a satisfactory manner, 
although of course his restoration to health is far from com- 
plete. Besides Dr. Mackenzie, he has been seen by a number of 
London physicians. He now goes about seven weeks between 
refills.+ 

CASE 4. Female, aged 17; admitted September 28th, 1911. 
Disease extensive on right side; left side practically free. She 
had had a cough for some months, with sharp pain and some 
dyspnoea in July. Up to January lst, when I induced an 
artificial pneumothorax at the second puncture, progress had 
been unsatisfactory. There was no fever except when the 
patient took exercise ; then, even after slight exercise, the rest 
temperatures became raised for at least several days and the 
symptoms worse. To get sound progress at a reasonable rate 
by ordinary treatment did not seem very hopeful. After the 
induction of artificial pneumothorax progress was steady 
and good. This case has been a very straightforward one. 
She left the sanatorium on April 30th. Since then her practi- 
tioner at home, Dr. E. G. Colville, has been undertaking the 
refills about once every three and a half weeks. She has 
gained over 8lb. since going home. Previously the gain in 
weight was only 4 1b. Her mother writes (July 7th): ‘ She gains 
in energy and vigour steadily, and her appetite has much im- 
improved. We feel thankful to see her doing so nicely.”” And 
her doctor writes (July 24th): ‘She keeps well.”’+ 

CasE 5. Female, aged 17; admitted February 10th, 1912. 
Disease, extensive bronchopneumonic caseating of three 
months’ standing, absolutely confined to the left side; some 
excavation already existing. Temperature rising from 100.5° 
to 103°. Three weeks of absolute rest accomplished nothing. 
Artificial pneumothorax at first puncture induced February 28th. 
On March 8th temperature was practically normal; all night 
sweats, previously severe, and cough had ceased. A week later 
the temperature was quite normal ; henceforward all symptoms 
disappeared. She left on June 10th, and was then walking 
four, or even five, miles daily. She is now receiving injections 
occasionally under the supervision of Dr. Arthur Latham, who 
originally sent me the case, saying that if progress was not made 





+ October.—These five patients with an artificial pneumothorax 
continue to go on well. 











within a week or two of admission nitrogen treatment should 
be tried. She writes to me (July 23rd): ‘‘I feel in the best of 
health.” The result in this case has been astonishing, and quite 
of the nature of a miracle. I feel quite certain no other line of 
treatment could have come near to accomplishing what arti- 
ficial pneumothorax has accomplished for this patient. Neither 
of these last two patients has minded much, after the first 
injection, the slight pain of the needle’s insertion.+ 


In conclusion, very few, if any of these cases would in 
my estimation be alive to-day but for artificial pneumo- 
thorax ; yet all are alive and several of them are now 
enjoying good health. I have now published notes of 
every case in which I have adopted this procedure. 





TUBERCULIN IN THE DIAGNOSIS AND 
TREATMENT OF TUBERCULOUS 
DISEASES, 

ESPECIALLY PULMONARY TUBERCULOSIS. 

By L. D. Parsons, M.B., Ch.B.Edin. 


I wis briefly to put before you the results of a short 
experience of the value of tuberculin in the treatment of 
phthisis and other tuberculous diseases during 1911 after 
the method so strongly advocated by Dr. Camac Wilkin- 
son, to whom I am indebted for the ability to use tuberculin 
in the manner to he shortly described. 

I have a record of 29 fully treated cases, 26 being cases 
of phthisis, 2 cases of lupus of the nose, and 1 a case of 
mastoid disease. All the cases have been selected from 
patients attending the out-patient department of the 
Colonial Hospital, Gibraltar, of which I have charge. 
Cases of every type have been treated. Those with 
sputum have been given antiseptic inhalations, and most 
of the cases have had a mixture containing calcium 
chloride, dilute sulphuric acid, tr. belladonnae, and in- 
fusion of gentian. Patients exhibiting bacilli in the 
sputum have been treated without a preliminary test 
injection; others have been tested with Koch’s old 
tuberculin, and have given positive reactions. All the 
patients treated have improved; some to an astonishing 
degree. Two days in the week have been set apart for 
their attendance—Tuesdays and Fridays. Each patient 
has to buy a thermometer and take the temperature every 
two hours, and according to the temperature the interval 
and dosage is regulated. General instructions as to 
ventilation are given, and an illustrated printed sheet 
with instructions is given to each patient. These sheets 
are supplied by the Sanitary Commissioners of Gibraltar, 
and are printed in Spanish as well as English. Most of 
the patients attending speak Spanish. 

The preparations I have used are T.O.A., T.A., P.T.O., 
and P.T., prepared by Meister, Lucius and Bruning, and 
supplied in bottles containing 1 c.cm. These are diluted 
with 34 per cent. carbolic acid in distilled water to the re- 
quired strength and injected with a Koch’s syringe. Test 
doses I usually give in the forearm, treatment doses in the 
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Fully Treated Cases of Tuberculosis in 1911. 
- : oe Sputum or . a 
Names. Fi & a Occupation.| Stage. | Reaction to Bs ca al ee Weights. Remarks. 
1. R.M.A.| F. | 42 | Spanish None Lupus, | 0.001 T.A. to 4years |Jan. 21 to Nov. 28, Not Completely healed. 
nose 100° F. 0.7 P.T. followed by| taken 
1 cem. T.A. 313 
days 
: ® st. Ib, 
2.A. A. |M.| 43 | Native of | Policeman III Tubercle ? several | Feb. 19 to June 6, 8 4 No sputum; improved gene- 
Gibraltar bacilli found years lc.cm.P.T. and no| 8 2 rally. 
reaction. 107 days 
3.M. A. | F.} 39 Native Housewife a 0.001 T.A. to 2 years © rx 26 to Aug. 22. 10 34 | Improved generally. 
‘ 100° F. 0.7 T.A. gave 100.4° 9114 
| F. 119 days 
| 
4.J.D. | M.| 37 | Spanish Labourer I 0.01 T.A. to Jan. 17 to May 16,| 11 7 Lost all cough and looking 
102° F. 1 c.cm. P.T.,no re-| 11 5 well 
action. 119 days 
5. F. D. M. | 41 | Native ‘Transport | III Tubercle lyear |May 3l to Sept. 7,; 9 5 |Had haemoptysis again in 
driver bacilli found lc.cm. P.T.,no re-| 10 9 Nov. 1911, and was tested, 
action. 100 days. 0.5 T.A. and no reaction; 
looks well. Tested in Feb., 
1912, up to 0.05 T.A. and no 
reaction. Enormous improve- 
| | ment. 
Ba. F. F. | 39 Native Housewife | III Tubercle 4years |Feb. 4 to Oct. 20, 8 42 |Lost all cough and breathless- 
| | bacilli found 0.8 P.T. gave 99° F. 8 125 ness. Has come again for 
258 days further treatment, and in 
one and a half months has 
reached 0.5 P.T. and no re- 
action, and weighs 9st. 621b. 
7.P.G. | M.| 37 | Spanish Milkseller pes Tubercle 14 months | Jan. 18 to June 27, 9 8 Lost all cough and sputum; 
| bacilli 1 ccm. P.T. gave| 9 9 feels quite well. 
100° F. 160 days 
| 
8. A. G. M. | 40 Native Labourer Adv. Tubercle 1 year Jan. 25 to Dec. 27, 6 9 Enormous general improve 
| Il bacilli found le.cm. P.T, to 99.5, 7 1 ment. Was a hopeless case 
| O:7 TA. to 16s F: to start with. 
336 days 
9.E.H. | F.| 33 | English Housewife I ? Tubercle 3weeks |Jan. 6 to July 1l, 710 Was being tested when tubercle 
found ; 0.02 1 com. P.T. gave): 7 9 bacilli found; 0.005 T,A. gave 
P.T.O.-100° ; no reaction. 186 | and 8 64] no reaction. Lost all short- 
0.04P.T.O-101° 3 days in Jan.,| ness of breath. 
0.08 T.O.A.-102 1912 
10.D.R.H.| M. | 27 Spanish Clerk I-II 0.001 T,A. to Tors May 26 to Sept. 5,| 10 24 |Had so much pain and con- 
100° F. years 1911, 0.6 P.T. t099.2°.} 10 1 striction in chest after injec- 
102 days tion that I advised a pause.. 
Occasionally bloody sputum. 
ll. E.I. | M./ 10} Native None I 0.001T.A.to | 2years ;May 19 to Oct. 3, 313 | Improved generally. 
103° F. lem. P.T,nore-| to? 
action. 137 days 
12. O. K.| M.| 43 | English Musician Tit Tubercle  ,\\3 months | March 21 to Sept. 19, 9 1% |Improved generally. Advised. 
. bacilli found |. 0.7 P.T. gave arise} 8 8 a pause, and he went to try 
to 102° F. 183 days Spanish Sierras. Hear he is 
doing well. Was under Dr. 
Batty Shaw at \ Brompton. 
Heard of him on Feb. 12, and 
was then well, 
13.J.L. | M.| 22 | Spanish Barber I 0.002 T.A. to| 2 months | May 16 to Oct. 27; 2 No cough now; looks well and. 
102° F. le.cm. P.T. and no feels well. 
reaction. 164 days 
14.J.L. | F.| 20} Spanish Teacher A 0.001 T.A. to| ?lyear | Dec. 28, 1910, to April 6 Looks well and feels well. 
100° F. and 7, 1911, 1 c.cm. P.T. 9 1043 
0.01 T.A. to to99° F. 100 days 
103° F. 
15.L.M.|M.!| 40! Native | Coalheaver | II-LII |0.02 T.A. to} 2years |May 26 to Sept. 3,] 9 4 | Nocoughandnosputum; looks 
100.2° F. le.cm. P.T. to 100° F 90 well. 
100 days. 
16. H. M.| M./} 25 | English Seaman Lupus /|0.001 T.0.A 4years |May 25 to Oct 3,| 10 % | Locally condition wonderfully 
of to: 10):5° Ft leem. T.0.A., no| ll 82 improved. Seen in March, 
nose 0.002 T.O.A temp.; 0.6 T.A, no 1912, and hardly noticeable 
to 103.4° F. temp. 131 days. bluish spot on either side of 
: bridge of nose. 
17. A.M. | M. | 59 Native Shoer iaker p ER Gs Tubercle 14 years | March 14 to July ll, —_ Throat well;-no cough. Feels. 
| | laryng- | bacilli found ic.cm. P.T. gave no strong. 
| itis reaction. 119 days 
18. E. M. | M. | 14 | Native None II 0.002 T.A. to} Several | Feb. 16 to June 14, 6 54 | Feels quite well. 
103.4 F. years le.cm. P.T. gaveno 7 
| | reaction. 118 days 
| | 
19; A. i. 4 Mh. | 33 | Spanish ? III Tubercle 3 years | March 26 to Sept. 19, _ Improved considerably, but: 
| bacilli found 0.6 P.T. gave a temp. removed from locality, and 
| of 104° F. 177 days treatment not finished. 
20. J.N. | M.|15| Native | Baker’s boy I-II 0.005 T.A. to lyear | Dec. 29 to March ‘14, 5 7 |Bad family history. Had 
105° F. : 1910, and Aug.25to| 6 8 asthmatic attacks. Tested in 
. | Oct. 17, 1911, 1 c.cm. Jan., 0.03 T.A. to 100.4°. Had 
| -T., no reaction. one month’s treatment, 
129 days reached 0.3 P.T., and then 
came no more. A very un-- 
satisfactory patient, aid. 
| | never came regularly. 
21. A. de|M.| 42/ Native Clerk in II | 0.002 T.A.to | Gyears |May 2 to Aug. 29,) 7 73 | Much improved. \ 
la P. Post Office | Ore, 0.7 T.A. to 99° F. 712 x 
120 days 
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Fully Treated Cases of Tuberculosis in 1911 (continued). 



























































| : ee Sputum or , 
- ig Nation- . : Duration . Tot 
Names. | %/| $ : Occupation.| Stage. Reaction to P Duration of Weights. Remarks. 
| w a ality. T of Disease. Treatment. 
st. lb. 
22. KE. P. | F.| 20 Native None II-III 0.002 T.A. to lyear |Jan. 23 to Aug. 22, 710 Improved generally. Tested 
100.2° F. 0.5 T.A. to 101° F.| 7 64 | on Feb. 12, 0.01 T.A. Tem- 
180 days perature 100° F. Had 3 injec- 
tions, and then turned up no 
more. Quite well to look at, 
but still sensitive. 
‘23. F. R. | M.| 19 | Spanish Law Ady. III Tubercle 18 months | Dec. 31, 1910, to July 97 Very much improved. No 
student bacilli in 11, 1911, 1¢.cm. P.T. 9 7 cough, no sputum. Seen in 
sputum in to 99.5°. 193 days Ferbuary, and found to have 
large numbers a temperature. Ordered to 
| bed. Looks well. 
24. J.R. | M.| 43 Native Stoker in Es 0.005 T.A. to | l1month | May 25 to Sept. 15, 9 1 | Son reacts, and has tuberculous 
| Port pleurisy 101° F. 0.6 T.A.; no reac-| 811 glands neck. Patient quite 
Department tion. 113 days well, and did his work the 
whole time. 
| 
25. M.R.| M.| 55 | Spanish Labourer Ill 0.0003 P.T. |?6 months | June 30, 1911, to Aug. 99 |I saw him last on Aug. 29, look- 
temp. 102° F. 25, when he had 0.6 811 ing much improved, but gave 
So many physi- P.T. and temp. to no injection as interval not 
| cal signs did 101° F., and next day, long enough. Cough almost 
not test with Aug. 26, 98° F. gone; voice better. On Sept. 4 
T.A. DLaryn- Aug. 27, 98° to 98.4° I heard that he had died on 
geal case Aug. 28, 98° to 98.4° Aug. 30, suddenly, while sit- 
Aug. 29. 98° F. ting in a café playing cards, 
| 57 days 
26.* J. S. | M.| 16 | Native of None. II Tubercle 9 months | Jan. 7 to June 16,1911,, 7 9 | Did very well, and improved 
| Gibraltar. bacilli found le.cm. P.T., no re- 733 greatly; no cough. Tested 
action. 160 days. Aug. 4,1911, as he came back 
| worseand with alittle bronch- 
| itis, 0.005 T.A. 99° F.; 0.01 T.A. 
| 99°; 0.5 T.A., 99°; 0.03 T.A., no 
| reaction. 
‘27. §.S.|M.|19| Native Waiter z 0.001 T.A.to | 2months {June 30 to Oct. 13,| 8 6 | Lost all cough, and feels quite 
| 102.2° F. lem. P.T. with 8113 | well. 
| no reaction. 106 
days 
28. J. V.|M.| 5 | Spanish None Mastoid |} 0.001 T.A. to lyear j|July 17 to Sept. 29, —_ Improved slowly; operated on 
| disease 101.2° F. 0.6 T.O.A. in Aug., Sept. 4, and wound quite 
for one no risein temp. 74 healed on Sept. 29. No tuber- 
| year days culin after August. He had 
been previously operated on 
in 1910, and had an open dis- 
charging wound. 
29. J.deL.| M.| 42 | Spanish Farm Ill Tubercle |?8months|Jan.25 to July 25,| 9 ” Still had tubercle bacilli in 
labourer bacilli found 1911, le.cm. P.T. 9 9 sputum; pause for four 
181 days months. General improve- 
mentverymarked. Tested in 
Dec., 1911, and 0.01 T.A. gave 
100° F. Is undergoing second 
course, and has reached 0.6 
P.T. in month, but had a re- 
action to 103° F. Less sensi- 
tive than at first. Was a 
hopeless case to begin with. 





* This patient has been through a second test in February, 1912; 0.05 T. to 103° F. Underwent second course and reached 1 c.cm. P.T. on 
March 5th. No reaction whatever during the whole course. Looks well. 


upper arm intramuscularly in the deltoid region. The 
skin is merely painted with tincture of iodine. I have given 
several hundred injections in this manner, and have not 
once had any abscess at the seat of injection. The pipette 
used for picking up the dose either out of the original 
bottle, or one containing a dilution of tuberculin, was 
made for me by Messrs. Down Bros. It is of glass which 
will withstand sterilizing in the flame, and has three 
graduations—0.05 c.cm., 0.1 c.cm., and 0.5 c.cm. I have 
another made by the same firm, and graduated to 
‘0.01 c.cm., but prefer the former. ’ 

I usually start with P.T.O., and go up tol c.cm. of this 
tuberculin, and then change to P.T. (which is clinically 
about fifty times as strong), and also work up to 1 c.cm. of 
this. When patients take 1c.cm. P.T. without reaction 
I stop, and if they have been very advanced cases I tell 
them to come back in six months’ or even four months’ 
time to be tested ; otherwise to return in a year’s time. 

Among the large number of injections I have given 
I have not once noticed any harmful effects that could be 
attributed to the tuberculin. Several cases have been so 
hopeless to start with that they have died within a couple 
of months of their first treatment dose. Their friends 
have understood that they were hopeless cases and took 
any risk; but even of such cases I have more than one 
where the unexpected happened and recovery took place— 
for how long, time alone can show. 

It would be tedious and to no purpose to read you details 
— cases, so I give the results in the accompanying 

a e. 








Till I began to use tuberculin in diagnosis I had no idea 
as to how prevalent tuberculous disease is, and I am so 
strong a believer in the diagnostic value of old tuberculin 
that I go so far as to suggest that every individual who 
gives a positive reaction should be treated till he cease to 
react to a dose of 0.05 T.A., and in this manner we 
would contribute largely to the stamping out of the 
disease. I suggest that this test should be applied to all 
recruits for His Majesty’s services. I believe that all 
bovines for importation into Argentina are subjected to a 
tuberculin test, and those reacting positively are not 
allowed to enter the country. If human beings were 
similarly treated we would not meet with so many tuber- 
culous joints developing after injuries nor with those sad 
cases of tuberculous meningitis in subjects that to all 
outward appearances were perfectly well about three 
weeks before they died. 

In the fight against phthisis generally tuberculin is an 
invaluable remedy. My small experience seems to show 
that it is perfectly safe to treat patients by means of 
tuberculin at a dispensary, and the cost is well within the 
means available for treating every individual case. Treat- 
ment is carried out without any, or but very little, interference 
with the patient’s work, and the more tuberculin is used 
in the diagnosis of cases the sooner will they be diagnosed 
and the easier treated. 

I heartily recommend the use of tuberculin in gradually 
increasing doses until large doses are tolerated without 
reaction for treating all cases of tuberculous disease. No 
opsonic indices were taken. 
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THE ESTIMATION OF GENERAL IMPROVEMENT 
IN PULMONARY TUBERCULOSIS. 


By F. Rurenacut Watters, M.D., M.R.C.P., 
Physician to the Crooksbury Sanatorium. 


TuE object of this communication is to provide a convenient 
scale for the measurement of the general progress towards 
recovery in cases of pulmonary tuberculosis. The gravity 
and prospects of such cases are too often measured by 
purely anatomical considerations, without taking any 
account of physiological indications, it being assumed that 
the physical signs have a close relationship to the chances 
of recovery, which is very far from being the case. Many 
third-stage cases have a better prognosis than some first- 
stage cases; many cases of extensive disease are more 
manageable than some in which the physical signs are 
almost normal. 

A rational system of classification and of recording 
results should take into account both the physical changes 
in the lungs and the evidences of constitutional intoxica- 
tion ; and if one alone of these criteria were to be chosen, 
the latter would be the more important. The disregard of 
this fact has reduced our British statistics of phthisical 
cases to a state of chaos, and has made them useless for 
determining the true value of different climates and 
methods of treatment. The current controversies as to 
the value of treatment in England or on the Continent, at 
high or at low altitudes, with massive or small doses of 
tuberculin, under sanatorium conditions or otherwise, and 
many other vexed questions, would be capable of solution 
if we had an adequate scale for the registration of the 
cases, whereas at present the published statements 
command no confidence. 

Nineteen years ago Dr. C. T. Williams pointed out in 
his Lumleian Lectures on Aérotherapy the importance of 
separately estimating local and general improvement; yet 
at the present time the most widely used classifications— 
namely, the Turban or the Turban-Gerhardt, and those 
of the German Imperial Health Office and of the Hanseatic 
League—take no account of the constitutional conditions 
beyond a vague industrial test. This may be safe in 
dealing exclusively with afebrile cases, but is most falla- 
cious if we are concerned with more mixed material. 
Early cases are not always afebrile; advanced cases are 
not always febrile. The length of time elapsed between 
infection and efficient treatment gives no reliable indica- 
tion of the chances of recovery; but if we know the 
physical signs and also the degree of constitutional dis- 
turbance in relation to rest and exercise, especially as 
regards temperature, pulse-rate, and state of nutrition, 
we can make a fair guess at the chances of recovery. 
The degree of digestive disturbance, though most impor- 
tant in prognosis, is too vague to be used as a basis of 
classification. Slight digestive disturbance will usually 
be reflected in the state of nutrition, and can therefore be 
left out of account for this purpose; severe digestive dis- 
turbance, such as persistent vomiting or diarrhoea, is best 
regarded as a complication. Cases that are doing well 
often continue to have a fair amount of expectoration, 
whereas in some unpromising cases the expectoration and 
cough may cease or be greatly reduced. ' 

Disappearance of tubercle bacilli from the sputum is 
of no value as a criterion unless the cases are under 
treatment for long periods. Moreover, recovery may 
appear to be complete while tubercle bacilli are still 
being expectorated, and in some cases with a bad 
prognosis tubercle bacilli are with difficulty discoverable 
in the sputum. 

We often find the expressions “much improved,” 
“ improved,” “ slightly improved ” in the statistics of chest 
hospitals and sanatoriums. These terms, however, are 
too vague and too much dependent on the personal 
equation to be of much value. On the Continent it is 
usual to classify cases on discharge according as the 
capacity for work is completely restored, partially restored, 
or absent. This is also very vague from a medical or 


physiological point of view, however interesting from a 
‘purely economic standpoint. A man may be fit for full 
-work as a clerk or collector, and yet be quite unfit for full ' 
work as a gardener or mechanic. 

What is wanted is a series of degrees or stages which 
can be determined by definite data; the degree of improve- 








ment can then be recorded according to the progress up 
the ladder of degrees. 

For febrile cases the physiological criteria are the 
temperature, pulse-rate, and weight. For the afebrile the 
capacity for exercise. 

In a communication to the International Tuberculosis 
Congress at Rome this year I proposed a physiological 
classification according to temperature, pulse-rate, and 
weight, which I believe meets our requirements for the 
febrile. Febrile cases would then be classified into three 
classes (I, IT, and III), according to the Turban-Gerhardt 
standard of lung changes, and three other classes (A, B, 
and C), according to the constitutional condition. Compli- 
cated cases would be separately classed as AD, BD, or 
CD, on similar lines, according to the constitutional 
indications. 

Class A consists of cases in which the temperature at 
rest is not over 38°, pulse-rate at rest not over 90, loss in 
weight not over 10 kg. 

Class B: Temperature over 38°, not over 38.5°; a pulse- 
rate over 90, but not over 110; weight loss over 10, but not 
over 15 kg. 

Class C: More serious constitutional disturbance. 

I must refer those interested to the original paper for 
other details. 

For the afebrile, the criterion would he the amount of 
exercise that can be taken without constitutional dis- 
turbance, that is, without subsequent malaise and rise of 
temperature, or loss of appetite, the temperature being 
taken after an hour’s rest and next day at the usual 
intervals. 

I would suggest dividing patients into four classes for 
walking exercise, three classes for carrying earth, etc., in 
baskets, and four classes for light and heavy work. At 
the Crooksbury Sanatorium we subdivide these into thirty- 
six stages, and a certain amount of overlapping in the 
kind of employment is found advisable to prevent 
monotony. Also gafhes are graded in the same way as 
different kinds of work; but in passing from one class to 
another the patient has to satisfy a test in which these 
complexities are omitted. I have provisionally accepted 
Marcus Paterson’s rule that carrying exercises should 
succeed walking and precede manual work ; but this will 
require further investigation. 

The classes for walking exercise are recorded as WA, 
WB, WC, and WD. The first class includes all exercise 
from the time the patient is fit to get out of bed and dress 
to the time when he can without disturbance walk a 
distance of 2 kilometres (1} miles) in half an hour on level 
or slightly undulating ground. For WB, WC, and WD 
the exercise would be as under,. the higher figure 
representing the test in each case: 








Time. Distance. 
WB 2 to 14 hours 3to 6 kilometres ( 3? miles). 
wo 2 to3 hours 8 to 12 kilometres ( 74 miles). 
WD 34 to 44 hours 14 to 18 kilometres (114 miles). 











The next classes are employed in carrying earth or 
stones in baskets up an incline of 1 in 11 for a distance 


50 metres (62 yards) returning with the empty basket. 


The classes are recorded as XA, XB, and XC. In the 
XA test the load is 5 kg. (11 1b.), the journeys twelve to: 
the hour, the time from half an hour to two hours, making 
up four hours with additional walking. In the XB test 
the load is 74 kg. (163 lb.), the journeys sixteen to the 
hour, the time from one and a half to three hours, with 
additional walking up to four hours. In the XC test the 
load is 10 kg. (22 lb.), the journeys twenty to the hour, 
the time from two and a half to four hours, with addi- 
tional walking where necessary to make up four hours. 
Taking walks while carrying half the test weights may 
be substituted for part of the above if necessary. 

XA. Carrying light load 4 hour to 2 hours, walking 34 
to 2 hours. 

XB. Carrying medium load 14 hours to 3 hours, walking 
24 hours to 1 hour. ‘ 

XC. Carrying heavy load 24 hours to 4 hours, walking: 
13 to O hours. 

In the last two classes the tests consist in the perform-. 
ance of work graded into several kinds. The lightest kindi 











OcT. 12, 1912.] 


GENERAL IMPROVEMENT IN PULMONARY TUBERCULOSIS. 


2HE BRITON 
MepicaL JounnaL 


963 








is not used for test purposes. The next consists in 
chopping wood the thickness of the wrist, using rake, hoe, 
or small spade in already broken ground. The third 
grade consists in cutting small boughs with an axe, using 
an ordinary spade or fork in already broken ground, or 
pushing a loaded barrow along level ground a distance of 
50 metres. The fourth grade consists in cutting trunks 
with an axe, planing wood, using the pickaxe, spade, or 
fork in new ground, deep digging, or loading a cart, or 
pushing a full wheelbarrow up an incline. I have had 
patients under my charge who were occupied in most of 
these ways, but the heaviest work was done before this 
system of grading was adopted, and only prescribed for 
two or three hours a day at most. 
The tests are as follows: 


YA. Two hours’ work of the second grade and four hours’ 
of the third grade. 

YB. One hour’s work of the second grade, two of the 
third, and three of the fourth. 

ZA. Two hours’ work of the third grade and four hours’ 
of the fourth. 

ZB. Six hours’ work of the fourth. 


With the three classes for febrile patients and the 
eleven tests for non-febrile patients, it is possible to 
classify every case on admission and departure by a 
physiological standard, and to state the improvement 
numerically. In doing so one would record the completed 
classes, and approximately the position in the class on 
admission. It ought then to be possible to agree upon a 
definition as to what should constitute slight, moderate, 
or great general improvement respectively, and to 
determine the value of different forms of treatment 
more accurately than at present. 


REFERENCE. 
1 Lancet, July 15th, 1912. 


DISCUSSION. 

Dr. McAFEE (West Kirby) appealed for some guidance 
to be given to the general practitioner as to the methods 
of administration and the other details of tuberculin 
treatment. There were at the present time the work 
of Dr. Philip in Edinburgh, Sir A. Wright of St. Mary’s, 
and, say, of Dr. Camac Wilkinson in London, at the 
extremes of methods. If workers could be brought 
together in council by the Association, through a com- 
mittee or otherwise, they would have already material to 
determine more accurately how they should proceed 
with regard to dose and interval and relationship to 
tuberculin reactions. At the last Liverpool meeting of 
the Association Dr. Waters, the then President, hoped 
the meeting might determine the relationship of Koch’s 
bacillus to pulmonary phthisis. They had travelled a 
long way since then, and it might be possible to give 
them some help in treatment where the practitioner 
could not avail himself of the sanatorium. Much mis- 
understanding existed regarding Dr. Wilkinson's treat- 
ment; it deserved more consideration than it had received 
from various quarters. 


Dr. C. Linurneston (Great Yarmouth) remarked that 
sufficient judgement was not exercised in the selection of 
patients suitable for treatment by induction of an artificial 
pneumothorax. Moribund patients with extensive disease 
on both sides were often advised to have the treatment, 
although they were unsuited for it. He asked for the 
careful selection of cases with extensive disease on one 
side, and but little on the other. With an experience of 
eighteen patients treated with an artificial pneumothorax, 
he had obtained arrest of the disease in nine, and marked 
improvement which would probably end in arrest of the 
disease in five. He referred to the fatal accidents which 
had followed the treatment, and pointed out that most, 
if not all, these cases were due to faulty technique and 
carelessness. He therefore advised none to adopt the 
treatment who had not mastered the technique: 


Dr. H. WitLovGHBy GARDNER (Shrewsbury) spoke: of the 
treatment by artificial pneumothorax as seen by him at 
Schatz Alp, Davos, under Dr. Lucius Spengler, and of the 
excellent results obtained there, and asked Dr. Pearson if 
his work was done with the help of radiography, as at 
Davos. He also spoke of the value of the tuberculin tests 








in the diagnosis of tuberculous disease, and said he 
thought it would be a great pity if they were given up 
because they are not found to be infallible, considering the 
very great importance of early treatment. 


Dr. H. pz Carte Woopcock (Leeds) said he had carefully 
gone into the question of the benefit obtained by tuberculin 
treatment and by sanatorium treatment respectively. His 
figures showed that sanatorium plus tuberculin treatment 
gave the patients the best chance of recovery, and that 
after this combined treatment there was less likelihood of 
relapse. In coming to this conclusion he had arranged 
his patients in four classes : 

IP Taiieete treated by dispensary treatment without tuber- 
culin. 

2. Patients treated by dispensary treatment with tuberculin. 

3. Patients treated in hospital or sanatorium without 
tuberculin. 


4. — treated in hospital or sanatorium with tuber- 
culin. 


These classes might be taken as indicating their value 
to the patient, the last class giving the greatest benefit. 
He would ask something as to technique. What was the 
average depth Dr. Pearson found that his needle had to sink? 
What dosage should be employed, especially in the case of 
adhesions? What cases with bilateral disease could be 
treated, remembering that all serious and advanced cases 
of pulmonory tuberculosis were bilateral? How were they 
to escape the production of what he might call a natural 
pneumothorax ? and lastly, what were the favourable and 
what the unfavourable immediate signs in the case of the 
patient just operated upon? He had learnt much from 
watching cases operated upon at Dr. Jane Walker's sana- 
torium, cases operated upon in the presence of Dr. Vere 
Pearson, and it seemed to him that some cyanosis, some 
sweating, and some rise of temperature were favourable 
signs. in one case of his own there had been consider- 
able shock with a dropping of the temperature one degree, 
a condition which quickly passed off. 


Mr. Crace-CatvertT (Vale of Llwyd Sanatorium) said 
that he had tried continuous antiseptic inhalation over 
varying periods of time, and had been very disappointed 
with the results, as he could not see that there was any 
improvement in cases beyond a reduction in the amount 
of sputum (which often increased again after stopping 
inhalation), and ordinary sanatorium methods gave equally 
good results. With regard to tuberculin, he thought that 
it was one of the most valuable remedies that they hail, 
provided that it was used with care, but believed that it 
should in the majority of instances be used in conjunction 
with sanatorium treatment, for it was necessary to keep a 
close watch on the various reactions, as well as the tem- 
perature, because much might be learnt as to future dosage 
and treatment. He did not think that the bacillary emul- 
sion had been used sufficiently. It was a strong prepara- 
tion undoubtedly, but it corresponded more closely to an 
ordinary vaccine than any other preparation of tubercle 
bacilli, from which toxins in one form or other had been 
removed, whilst in practically all other vaccines they used 
both endotoxins and exotoxins. Doses should be small to 
start with and gradually increased every third or fourth 
day. 


Dr. Parsons, in reply, said that, in his opinion, there 
was nothing to touch tuberculin treatment in pure tuber- 
culous infection, but it should be employed in the dosage 
formerly recommended by Koch. 


Dr. VERE Pearson, in reply, said that in artificial 
pneumothorax fluid did not matter. The diagnosis of 
adhesions was often impossible to make until several 
punctures had been performed. The depth of the needle 
was usually about an inch, but varied considerably. 
Bilateral disease was certainly a contraindication. The 
procedure took about a quarter of an hour or twenty 
minutes to give 400 or 500 c.cm. of gas. 


Dr. Watters said that there was much point in the 
advice given by Dr. McVail in another Section, that those 
who believed in the usefulness of one method of treatment 
should content themselves with advocating it, and not run 
down every other ‘as useless. When he (Dr. Walters) 
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began his sanatorium work twelve years ago he contented 
himself with hygienic measures; but he had come to use 
tuberculin more and more as time went on, and was con- 
vinced of its value. He believed that the method adopted 
by Dr. Camac Wilkinson was invaluable in certain cases, 
but in others he did not think it indicated or advisable. 
Many cases of mixed infection did well if treated with 
tuberculin, with or without a corresponding vaccine. It 
was common to speak as if sanatoriums only received 
slight or early cases; but in his experience most of the 
cases sent to a sanatorium were severe, or such as had not 
done well elsewhere. He had used continuous inhalation 
as advocated by Dr. Lees in a number of cases, but they 
had mostly been severe cases, which was, perhaps, not a 
fair test. He had found the method failed in just those 
cases where one would be glad of its help. In severe cases 
they needed all the help they could get; perhaps some 
other method, such as that of iodoform injections advocated 
by Dr. Dewar, might be of use. The diagnostic tuberculin 
test was very useful in doubtful cases; but it should not 
be trusted to alone. He was very doubtful whether people 
who reacted to tuberculin, but had no appreciable ill health 
and no suspicious physical signs, should be subjected to 
active treatment beyond taking rational hygienic pre- 
cautions. He wished to emphasize the fact that because 
a particular method was successful in a certain group of 
cases it did not follow that it was universally applicable. 





CAUSE AND TREATMENT OF CERTAIN 
CASES OF NEURASTHENIA. 
(Preliminary Communication.) 

By F. W. Brook, M.R.C.S., L.R.C.P., 


London. 


Ir has long been suspected that certain cases of neur- 
asthenia were due to autointoxication, but so far there has 
been no definite proof of this theory. In a recent paper 
Professor Bernheim stated his belief that the true neur- 
asthenias are invariably of an autotoxic origin. In the 
discussion following, Professor Forel said: “It is pure 
hypothesis until the microbe or toxin has been discovered. 
Such assertions are wholly in the air.” I hope in this 
preliminary communication to suggest to you that, at any 
rate in certain cases, the autointoxication theory is 
something more than a mere assumption. 

Having adopted as a working hypothesis the theory 
that a large number of cases of neurasthenia were due 
to the absorption of toxic material from the intestinal 
canal, I decided upon a systematic examination of the 
faeces in every case subsequently encountered. The 
observations of the bacteriological department at Guy’s 
Hospital show that when emulsions of faeces from normal 
individuals are sown upon plates of nutrose agar (Eyre), 
the resulting growth consists of B. coli communis and 
B. coli communior in almost equal numbers, often asso- 
ciated with a saprophytic Streptococcus brevis which occurs 
in the proportion of not more than 1 to every 10 colon 
bacilli. 

Forty-five cases of neurasthenia in all were investigated, and 
the bacterioscopic examination gave the following results: 

Su cee we stunned longus in practicall ure culture 

Teptococcus ogene. ’ 
21 cases. Here T eee followed Eyre, who hae never recog- 
nized the multitudinous varieties of streptococcus differentiated 
by some observers upon minor differences of biological 
characters, and which are undoubtedly due to variations of 
environmental conditions, but has adhered to the original 
classification of Lingelsheim into the pathogenic Streptococcus 
pyogenes longus, and the saprophytic Streptococcus brevis. 

Bacillus coli associated with Streptococcus pyogenes longus, 


cases. 

Coliform bacilli: in practically pure culture, 6 cases. This 
coliform bacillus (probably an atypical strain of B. coli), which 
produces blue colonies on neutrose-agar plates and only fer- 
ments the monosaccharides, has been recognized by Distazo 
and Eyre as causally associated with muco-membranous colitis; 
indeed, the former observer regards it as practically specific in 
this connexion. * : 

Coliform bacilli associated with Streptococcus pyogenes longus, 


cases. 
Bacillus lactis aérogenes in more or less pure culture, 3 cases. 


Serological observations (agglutination reaction and 
opsonin estimation) were made in all the cases, except 
some of the streptococcal ones, and formed a most valuable 








guide, especially in those cases where the infection was 
a mixed one. 

It is interesting to note that of 5 cases on the lunacy 
border line, not one showed any change at all from the 
normal. 

’ A point of much interest is that in a large number of 
the streptococcal cases pyorrhoea was either present or, if 
not present, a definite history of it could be obtained. 

I think it will be agreed that this analysis also throws 
much light on the well-recognized connexion of neur- 
asthenia with colitis, a fact which has long been admitted, 
and also with various forms of chronic arthritis. A further 
point worth recording is that acting on Schrenk-Notzing’s 
dictum that impotence may be the only symptom of 
neurasthenia, 2 cases whose faeces were examined showed 
very definite infection by streptococcus. One of these 
cases is quite cured, and is now married and leading a 
normal sexual life. 

Upon the bacteriological results my cases may be 
classified as follows: 

Class 1.—Those in which the bacteriological flora 
appeared normal, as far as could be judged by the culti- 
vations obtained upon nutrient media, and where subse- 
quent investigation by serological methods was needed in 
order to select such strains of B. coli as had undoubtedly 
acquired pathogenic properties towards their host. 

Class 2.—Those in which the Bacillus coli normally 
present had partially or wholly disappeared from the 
intestinal flora and was replaced by (a) Streptococcus 
pyogenes longus; (b) Coliform bacillus ; (c) Bacillus lactis 
aérogenes. 

Treatment. 

The treatment was by autogenous vaccines with, in 
addition, sour milk and intestinal antiseptic in some cases. 
The vaccines were given in small doses at intervals of 
from five to seven days, according to the reaction, if any. By 
only giving small doses, constitutional disturbance was 
usually avoided. 

Of the intestinal antiseptics calomel, creosote, salol, 
sulphur and beta-naphthol were all tried, and, if anything, 
I think the beta-naphthol gave the best results. 

In the streptococcal cases I tried a vegetarian diet, 
acting on the well-known fact that in the faeces of many 
carnivorous animals, streptococci alone are present, but I 
cannot say that I think any advantage accrued from this, 
and latterly I have abandoned this form of diet. 


Results of Treatment. 

Successful results were obtained in the majority of the 
cases, and in many where previous treatment not on the 
above lines had completely failed. Although the cases are 
not many numerically (45 in all), the results were very 
striking clinically. 

In Class 1, where the plate cultivations appeared 
normal, evidence of infection by Bacillus coli was obtained 
in every case by means of serological tests—for example, 
agglutination reactions and opsonin estimations, and im- 
provement followed upon the use of the appropriate auto- 
genous vaccine. 

In Class 2 (a) the Streptococcus pyogenes longus was 
present, and under treatment the improvement manifested 
clinically was coincident with the disappearance of the 
streptococci from the faeces and the reappearance of the 
typical B. col. 

In Class 2 (6) the same remark applies to the clinical 
improvement as the coliform bacilli disappeared. 

In Class 2 (c), Bacillus lactis aérogenes, two of the cases 
were seen once only and were not treated; the one which 
was treated made a remarkable recovery. 

One of the most striking results was the rapid improve- 
ment in the physical appearance; the muddy complexion 
so often present rapidly gave place to a healthy colour, 
the eyes became brighter and lost their dull, heavy look, 
and the face lost its appearance of premature age. The 
indigestion, aching pains, lassitude, and irritability dis- 
appeared, and the change in the mental condition was 
equally marked. The memory and power of concentra- 
tion improved, the depression and insomnia passed away, 
and the whole outlook on life became quite changed, and 
in fact normal. 

Neurasthenia has been classified according to whether 
the blood pressure is high, normal, or low. Whether 
this classification “is of any very great-importance I do 
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not venture an opinion, but I wish to call attention to the 
fact that in several cases where the blood pressure was 
high it fell steadily during the course of the treatment. 


Traumatic Neurasthenia. 

With regard to traumatic neurasthenia, in a recent 
address given at Milan by Professor Murri, published in 
the July number of the Universal Medical Record, he 
points out that “cause” only exists as a complex of 
determining conditions, and that most frequently the 
accident is but the occasion that reveals pre-existing 
disorder, or that gives effect to it when the conditions are 
already ripe. The effects, therefore, are not specific to 
the occasion, but to the precedent condition. Of the two 
cases of traumatic neurasthenia I have so far investigated 
one showed definite evidence of B. coli infection and the 
other gave a pure cultivation of B. lactis aérogenes. 


Summary. 

I would summarize my observations by advancing the 
opinion that the bacteria referred to bore a direct causal 
relationship to these cases of neurastheni®, for the following 
reasons : 

1. An abnormal condition of the intestinal flora was 
present in more than half the cases. 

2. Serological tests yielded evidence of infection by the 
abnormal bacteria, and by some of the strains of colon 
bacilli in each of those cases where the intestinal flora 
appeared at first to be normal. 


3. Most important, the improvement in the patient’s ” 


condition, both physical and mental, under treatment 
synchronized with the reappearance of the normal intes- 
tinal saprophytes in the faeces and the disappearance of 
the abnormal organisms. 

4. Of course one realizes that the personal element and 

“the factor of suggestion cannot be eliminated, yet many of 
the cases which were cured had previously tried other 
recognized forms of treatment—rest cures, high frequency, 
Weir Mitchell, hydropathy, etc.—where these same factors 
were at work, hence I do not think that they can fairly be 
said to have had:much influence on the results. 

5. The bacteriological investigations were made by 
Dr. Eyre, who was never informed previously of the 
nature of the case, and I should like here to tender him 
my very best thanks for the great trouble he has taken 
and the interest that he has shown in working out the 
results, 

Illustrative Cases. . 

I will now give you some illustrative cases, dividing 

them into— 
(a) Those which were successful. 
(®) Those which were not. In these latter the 


intestinal flora remained practically unaltered 


in spite of the treatment. 

I may here point out that neither the symptoms com- 
plained of nor the clinical appearance of the patient give 
any indication as to the variety of bacterial infection which 
will be found on examination of the faeces. 

The following notes have been taken from my case- 
book just as they were entered : 


SUCCESSFUL CASES. 
Class 1.—Bacillus Coli. 
CASE I. ; 

Mrs. A. C., aged 46, married, no children. Healthy till an 
attack of influenza three years ago; then anaemia, depression, 
shronic rheumatic pains, and some neuritis. In spite of treat- 
ment, rest cures, various kinds of baths both here and abroad, 
the condition, with the exception of the neuritis, remained 
unchanged. She complained of great depression, loss of 
memory, lack of concentration, irritability, and bad rheumatic 
pains (the joints appeared normal), and also of the ease with 
which she became fatigued. Complexion was muddy and the 
eyes dull and heavy. 

The faeces, culturally and micnosreny: appeared normal, 
but B. coli gave an opsonic index of 1.5. Treatment commenced 
July, 1911. After the eighth injection the depression had dis- 
appeared. She stated that she felt weil and had plenty of 
energy and could walk without fatigue. After the twelfth 
injection the index was 1.09. The will and mind were clear 
and the memory good. In July, 1912, she reports herself 
perfectly well, and the opsonic index is 1.2. 


CASE II. 

Mrs. F. C., aged 40, married, nochildren. History of an attack 
of what was apparently ptomaine poisoning one year ago, since 
when she bas never been well. Has suffered from a feeling of 
heaviness in the appendix region for four years. Complains of 








inability to walk more than a few yards without intense fatigue. 
Pains in the limbs, especially in the legs. She is constipated 
and never has an action without drugs. Acidity, feeling of 
fullness after meals, palpitation; sleep and appetite good ; 
— the complexion muddy, skin de , dark circles under 

e eyes. 

Faeces, apparently normal, = an index to B. coli of 1.5. 
Treatment began November, 1911. She said she felt better 
after the first dose. Improvement was rapid, and after a month 
she could walk some distance without fatigue. Complexion 
became normal, and the face much fuller. After three months 
she was well, and in a recent letter states that she has 
remained so, 

Class 2(a).—Streptococcal. 
CASE I. 

A. S., male, aged 36, married, schoolmaster. Neurasthenia 
three years, which latterly became so bad that he had to resign 
his position as head master of a public school. 

The first symptom noticed was a burning feeling of the face, 
hand, and back of the neck. Then followed lassitude, depres- 
sion, and great irritability. He had no constipation, but was 
always worrying about the action of the bowels, the stools 
being always light-coloured. The blood pressure was 200 mm. 
The reflexes slightly exaggerated, marked insomnia, frequent 
micturition, great physical weakness. 

Streptococcus longus was present in pure culture. Treatment 
commenced March, 1911. After the second injection he walked 
twenty miles, and was much more cheerful. At the beginning 
of May the B. coli equalled the streptococci in numbers. Head 
much better. Blood pressure 170. In July, much better 
generally, blood pressure 150, streptococci diminishing, 
insomnia only causes one bad night in five. In November, 
no insomnia for three months, no depression, blood pressure 
160. Faeces have resumed normal type, culturally and micro- 
scopically. In March, 1912, writes that he is perfectly fit, and 
has taken up cross-country running. 


CASE II. 

Mrs. T., aged 37, married, three children, youngest 7. Colitis 
in India seven years ago. Six years’ history of neurasthenia. 
Complained of great lassituce, depressiqn, insomnia, loss of 
— of concentration, pains in legs, and chronic abdominal 

ragging pain, previously supposed ovarian in origin, but 
probably coming from the colon. No constipation, complexion 
muddy, skin ee dark circles under the eyes, very anaemic. 
Faeces showed almost pure cultivation of Streptococcus longus. 

Treatment commenced April, 1911. The symptoms rapidly 
cleared up, especially the abdominal pain. Sleep and spirits 
became good, and the complexion norma]. In September the 
faeces were microscopically and culturally normal. In a recent 
letter she reports that she is in excellent health. 


Class 2(b).—Coliform Bacillus. 


CASE I. 

G. W., aged 45, married, railway manager. Two years ago 
he suffered with a constant feeling of vertigo; he used to per- 
spire very freely, at first only at night, then in the day also. 
Complains of a feeling of dread, and undefined haunting fear 
of doom. No cause at alk. Sleeps very heavily, but always 
dreaming. Great lassitude. Occipital headache, and burning 
feeling on the top of the head. Bowels open daily with salines. 
Twitchings of arm and face. Horror of noise. Great depres- 
sion, very easily tired. Has tried several forms of treatment. 
On cultivation of faeces, coliform colonies appeared, the opsonic 
index to which was 1.91, while to normal coli it was 1.0. 

Treatment commenced in February, and there was rapid 
improvement from this date. In a fortnight the depression 
had disappeared, and dreams and fatigue were less. At the end 
of three months he was well, and now reports that his condi- 
tion, both physical and mental, remains excellent, and that he 
ae his work, which had previously become a burden to 

im. 

CASE II. 

W. P., aged 29, accountant. Was quite well till nine months 
ago, when the present symptoms became manifest. He com- 
plains of worrying greatly about things (the condition becoming 
rapidly worse), lack of concentration, heavy slecp with bad 
dreams. He goes over and over his additions, because he thinks 
there may be an error. Has a dragging feciing on the top of 
the head, and sensation of swimming in the head when reading 
or doing any head work. Occasionaiiy, when walking, he 
feels as though he reels, but does not actually do so. He never 
feels fit. Faeces showed coliform bacilli, index 1.4. 

Treatment was commenced in December. The symptoms 
gradually abated. He was able.to add easily, without going 
over the work more than once. The swimming feeling passed 
away, and in April he reported that he was absolutely well, 
and just going to get married. The faeces had then resumed 
normal type. 


Class 2(c).—Bacillus Lactis Aérogenes. 


Mrs. N. G., aged 60, married, nochildren. Ten years’ history 
of neurasthenia, in the course of which she had tried many 
forms of treatment without effect. She complained of a feeling 
of absolute exhaustion, as though dying, and that to do the 
slightest thing wis a “‘ mountainous ” effort. Frightful depres- 
sion. Very highly strung, keeps going till she drops. Flatulence, 
acidity after-every meal, pain and tenderness over colon on 
right-side. Sleep broken by bad dreams; constant ringing in 
ears. Head always feels too heavy, and as if falling backwards. 
Mucus in stools, which are usually constipated. The patient was 
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very anaemic; complexion pasty and yellow, skin dry, sclerotics 
yellow; blood pressure, 240; pulse, 56. Bacillus lactis agrogenes 
in pure culture in the faeces. Rien : , 
V'reatment was followed by.rapid improvement; digestion 
became good, the depression disappeared, and also the 
abnormal feeling of fatigue. Complexion cleared, and after 
ten injections the patient was. quite well. The blood pressure 
in the meantime had fallen to 170, and the pulse had risen 
to 68. 
We now come to the unsuccessful cases. These were 
quite small numerically, and usually streptococcal. They 
were not absolute failures, but they were not cures. 


: CASE I. 

E.E., aged 46, musician. Illeight years. When he entered wd 
consulting-room he announced that I was the twenty-eighth 
doctor by whom he had been treated. Operation on left ay 
eight years ago for supposed renal colic. Nothing was found, 
and I have no doubt the pain had its origin in the colon. 
Twenty-eight weeks in bed last year.. Complains of great lassi- 
tude, weakness, irritability, and depression. Every molehill 
appears a mountain. Periodical attacks of pain, very acute in 
left side of abdomen, running down to legs. Diarrhoea and 
unformed stools. Faeces showed streptococci in nearly pure 
culture. 

Treatment commenced February, 1911. He improved steadily 
in spirits, energy, and colour, which had been very pasty. 

In May the streptococci equalled the B. colt in number. 
Stools now formed. 

In November, after a lapse of three months, the streptococcus 
to coli ratio was back to 10 to 1. 

In February the numbers were equal, and there he remains 
for the present. . 

He is immensely better, and looks a different man, and he 
has only had one day away from work in eighteen months, but 
I cannot say he is cured. I have discussed removal of. his colon 
with him, but this he has refused. 


CASE II. ; 

G. D. C., aged 49, male. Ill six months. Complained of 
vertigo and a. feeling of reeling, although he never did so. 
Depression, lassitude, pains in legs, irritability. Sclerotics 
yellow, skin dry, eczema of old standing. Blood pressure 180. 
Faeces showed streptococci in almost pure culture. ‘Treatment 
begun in July, 1911. Gradual improvement took place in his 
condition, and in October the streptococci and coli were in 
equal numbers; blood pressure 130. In January, although his 
condition remained about the same, the culture showed nearly 
all streptococci again. In February they were again equal; blood 
pressure 125: -He was much better, but not well, and then 
went to Switzerland. : ; 7 d 

This case was one of those in which I tried a vegetarian diet 
for a time, but gave it up as it did not seem to be benefiting the 
patient. 7s 

With regard to the permanence of these cures several 
have been seen after an interval of over a year, during 
which period they have remained perfectly normal, and I 
see no reason to anticipate a relapse. ; 

In conclusion, I may remark that as the above work is 
quite new, I have endeavoured to theorize as little as 
possible, and only to state the facts exactly as I found 
them. - 





DEMONSTRATION OF A MORE SYSTEMATIC 
DORSAL APICAL PERCUSSION; AND OF 
THE ‘OVAL INFERSPINOUS DULLNESS ” 
AS AN AID TO EARLY DIAGNOSIS. 


By Witt1am Ewart, M.D.Cantab., F.R.C.P., 
Consulting Physician to St. George's Hospital and to the Belgrave 
Hospital for Children. 

THE purpose of this preliminary communication is to 
point out the need fora renewed clinical study of the upper 
dorsal region, which has not hitherto received, at any 
rate from myself, the close attention which it deserves. 
Its special object is to demonstrate a normal pulmonary 
sign not previously noted in dorsal apex percussion, its 
influence upon our mode of examination, and the help 
which it can afford to our practical conclusions. At this 
early stage the scope and the uses of the method based 
upon it cannot be stated with completeness. They will be 
indicated provisionally in connexion with some of our 
pulmonary affections; but the further elaboration of its 
future results must rest with clinical workers able to give 

to it the skilled attention which it requires. 


Introductory Anatomical and Clinical Remarks upon 
the Upper and the Lower Apices. 
The incentive to a fresh survey of this region was a 
recent paper by Cesare and Giacomo Minerbi of Ferrara,' 





| based upon their own percussion of the interspinous region 


independently of any previous knowledge of earlier work. 
They describe two new signs—an “aortic arch sign ” on 
the left and an “azygos arch sign” on the right—which 
would have been valuable clinical assets if they could have 
been confirmed. The difficulty in the way of any such 
fine differentiations is the blanket of resonant lung which 
covers everything from behind, and attenuates all the 
deeper visceral dullnesses. Dorsal dullnesses can never 
be absolute: they are subrescnant only, except in the case 
of superficial lesions, either pulmonary or pleural, or else 
reaching the surface from’ the posterior mediastinum. 
Even the latter are modified by pulmonary resonant 
waves at their side and by those conducted along the ribs 
which mitigate the mediastinal dullness. Our most careful 
pleximetric percussion fails, therefore, to yield accurate 
linear outlines of the individual normal mediastinal 
structures. It can only determine their aggregate cffect, 
and that resultant is the oval subresonant dullness shown 
in the diagrams, wliich had been too sketchily described 
in my former papers under the name of “ the lozenge- 
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Fig. 1.—Dorsal diagram of the lungs, and spinous processes, 
showing the levels of the oval patch, of the diaphragm, and of tho 
right and left lower lobes and of their early apical lesions. ‘Right 
upper ged tilted up at the side to show the axillary angle of the 
middle lobe. 


shaped interscapular dullness ”’; it is the upward continua- 
tion of the “ retrovascular”’ and of the “ cardiac” dullness 
(cf. Fig. 2). 


The Lobar Anatomy. 

1. The apex itself at its extreme tip projects anteriorly 
under the dome of the pleura; but the greater bulk of it 
is posterior, and fits into the upper end of the spinal 
groove. This important point is well brought. out in one 
of the iJlustrations in the late Dr. Stuart Dickey’s valuable 
monograph on The Applied Anatomy of the Lungs 
showing a plaster cast of the right upper pleural cavity 
depicted in situ. 

2. The apices of the lower lobes arc exclusively dorsal. 
Thanks to the illuminating teaching of my forme 
colleague at the Brompton Hospital, the late Dr. Reginald 
Thompson, some attention was given to their accurate 
description in 1882 in my Goulstonian Lectures on 
Pulmonary Cavities, and in 1889 in my work on The 
Anatomy and. Nomenclature of the Bronchi and Pul- 
monary Blood Vessels: Further stress was laid upon their 
essential asymmetry in my papers of 1899 and of 1910 on 
dorsal percussion,? and in their dorsal maps. © That 
asymmetry which is unalterably governed by the lobar, 
cardiac, and broncho-arterial features of disparity of the 
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left lung is accentuated diagrammatically in Fig.1. The 
Je t lower apex is seen to rise higher—to the level of the 
third dorsal spine—and to be pyramidal in shape. Theright 
ris2s only to the level of the fourth dorsal spine. It has a 
broader and flatter sweep because the posterior fissure has 
to give off in the anterior axillary line at the level of the 
fourth rib the almost horizontal anterior fissure between 
the upper and middle lobes, which closely follows the 
course of that rib. 
Clinically, the “lower apices” have long been recom- 
mended for searching “dorsal” examination by Sir 
Kingston Fowler, and all “four apices,” more recently in 
connexion with the diagnosis of early phthisis, by Dr. 
David Lees. In each of them the early foci, which may 
occupy any situation, usually occur, at a moderate depth 
under the pleura, and in that sense are subapical.. In 
Fig. 1 they are illustrated only at three conventional sites, 
a paravertebral, an axillary, and an intermediate site. As 
it is paramount in early diagnosis and prognosis to decide 
whether any audible riles are confined to the upper apex 
or extend also into the lower apex, this strict attention to 


























Fig. 2.—Same as Fig. 1, showing the trachea and bifurcation, the 
isolated dutlness of the fifth and of the ninth spines, and the 
posterior thoracic. dullnesses—namely, the: oval, the infratracheal, 
the retrovascular, the cardiac and left auricular, the hepatic, and 
the splenic dullness. 


lobar anatomy is essential. The dissimilarity in the level 
of the right and left lower lobes should be borne in mind, 
and their outlines accurately traced according to the only 
reliable guide, that of the spinous processes. ; 
The clinical importance of the posterior apical 
examination, though always fully recognized, had. been 
imperfectly utilized in my former method of examination 
when I was still unacquainted with the normal field of 
percussion which has now to be demonstrated. Incident- 
ally, for earliest diagnosis percussion signs may be said to 
take precedence over. the auscultatory, except in the 
catarrhal form of invasion. Some relative inexpansion is 
usually the initial change at the stricken spot. We may be 
able to identify it by its dullness ; and we have then further 
to diagnose if possible whether it is merely “ pretubercular,” 
as it often is, or due to the actual presence of early 
tubercles. The new sign is of practical value in that 
direction. In the most recent contribution to this subject 
Dr. Sergent® alleges that the earliest seat for physical 
signs in tuberculosis is not the anterior surface, but usually 
a small area at the centre of the right supraspinous fossa. 


The anterior examination needs no recommendation. : 


In the supraclavicular fossa the finger and the stetho- 
scope can almost touch the lung through the pleural 





dome. But they can only reach its extreme tip, where 
tubercle does not settle first; and they encounter an 
obstacle in the first rib and the scaleni muscles: The ear 
itself is kept by the clavicle at a distance from’ the more 
critical subapical zone and from the greater bulk of the 
apex, which lies ‘back in the costo-spinal groove. It is 
true that riles, even when they originate in the depth, 
may “carry forwards ” ; but they should then a fortiorz be 
audible from the back, where the ear can be directly 
applied to the supraspinous surface. 


I. DEMONSTRATION OF THE OvAL INTERSPINOUS 
Dott Patcu. 

The Landmarks.—This subresonant area is included 
vertically between the first andthe fifth dorsal spines. 
Its curved symmetrical lateral boundaries diverge from the 
first spine and meet again at the fifth, the whole outline 
being ovoid, with the line of the resonant spinous pro- 
cess as its vertical axis. They vary slightly in different 
individuals, and our percussion has to define them. The 
percussion resonance of the spinous processes calls for a 
brief explanation, and a sepa- 1 4 
rate diagram. As a median ‘a 4 
line of resonance it extends 
continuously from the cervical 
spines as far as_ the fifth 
dorsal spine. This spinous 
process, which is always dis- . 
tinctly dull, serves as our 
lower landmark. It is sur- 
rounded at the site of the infra- 
tracheal glands by a small 4 
rectangular patch of dullnessg Yeo” 
whichextends to the right \ < 
further than to the left, pro- = % 
bably owing to the dullness of / f \ \ 
the right pulmonary artery in© 7? O 
its backward course. Below 
that dull patch resonance pre- 
vails again for pulmonary 
reasons over the sixth, seventh, 
andeighth spines. The ninth, 
however (cf. Fig. 2), is like- 
wise an isolated dull spine, 
and another useful landmark 
—namely, for the dullness 
of the left auricle. But, to return to the causation 
of the axial spinal resonance within the oval dull- 
ness; this is illustrated in Fig. 3. In the neck it is 
manifestly due to a resonant pharynx and _ trachea 
lying in front of the vertebrae. The tips of the 
spinous processes may be regarded as the accessible 
extremities of a series of vertebral pleximeters conveying 
backwards’ the highly resonant tracheal note. This note 
also belongs to the upper thoracic spine as far as the 
tracheal bifurcation, where it stops below the level of 
the fourth spinous process. Whereas, however, in the 
neck all the other tissues right and left of the bodies of 
the vertebrae are solid and dull, the upper dorsal vertebrae 
receive laterally from the lungs an element of resonance 
which modifies the dullness conveyed from the upper 
mediastinal structures in front of ‘them. Instead of being 
absolute, the dullness of our oval patch is subresonant 
only; whilst the axial tracheal resonance conveyed by the 
“tracheal” spinous processes by direct pleximetry remains 
unimpaired. ‘ 

Whilst the lower Jandmark may be readily identified by 
percussion, the identification of the upper landmark by 
palpation is not always so easy. ‘The seventh cervical is _ 
known anatomically as the vertebra prominens; but under 
the integuments it is the projection of the first dorsal 
spine which is apt to be the more obvious. If there should 
be any doubt, we may succeed in identifying the first 
dorsal by counting upwards from the fifth. Having drawn 
a dermographic ring round it, we proceed to percuss. 

The Technique.—The use of a Sansom’s pleximeter is 
indispensable. In these days of advanced diagnosis, with 
complicated apparatus such as Roentgen’s and Einthoven’s, 
this is a very simple mechanical requirement. The plexi- 
meter is in reality of greatest assistance to those who have 
most difficulty with their percussion ; and they suffer most 
from the neglect of a systematic instruction in its -use. 
*To save time, there is'an advantage in using first the long 
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Fig. 3.—Dorsal diagram of 
the trachea and upper dorsal 
spines, illustrating their 
pleximetric conduction of 
the tracheal note, also the 
asymmetry of the _ infra- 
tracheal patch which con- 
veys the dullness of the in- 
fratracheal glands and of 
the right pulmonary artery. 
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flange to obtain the general outline, and afterwards the 
small flange to confirm or to correct that rough sketch. 
The latter is to be used exclusively for the percussion of 
auy small surfaces, such, for instance, as the spinous 
[rocesses. 

The patient under examination is to be seated, with 
head inclined forwards, arms crossed, hands applied to the 
back of the opposite shoulder-joints. No reference should 
be made to his breathing. The casiest plan is to start the 
outlining (Fig. 4) above where the right and the left lines 
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Fig. 4.—Clinical diagram of the oval interspinous dullness, as 
rereussed during tranquil breathing, showing it to be the ** upper 
mediastinal ’’ continuation of the retrovascular dullness. 
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meet at an angle (A), and then to make out likewise the 
lower angle (v). This renders it comparatively simple to 
follow the boundary of dullness along its intervening 
curve. 


The Size and the Respiratory Variations of the Normal 
Interspinous Oval Dullness. 

Undisturbed breathing is wanted at this stage because 
decp inspiration and expiration modify the size of the 
patch. Deep inspiration markedly contracts it by increas- 
ing the aération of the apex; conversely deep expiration 
tends to enlarge it slightly. This respiratory “to and 
fro,” which was originally noticed by the Minerbis when 
percussing out their patches of dullness, is the special 
feature of this method. It supplies a fine differential test 
in apex diagnosis. It is, therefore, essential to obtain its 
correct tracing at rest, during average breathing, as a 
basis for our estimation of its full range of excursion. 





immovable under the influence of breathing. Besides a 
slight descent of the heart when the diaphragm is lowered 
by forced inspiration, we must remember the expiratory 
swelling and the inspiratory eiuptying »f the great veins. 
Practically, however, this‘ factor does not assert itself in 
our dorsal percussion results. 

The relative disparity between the inspiratory and the 
expiratory excursions of the upper ribs has an important 
bearing upon the etiology and the treatment of phthisis. 
By inspiratory effort we can raise them above their 
average position, to which they return; but by. expiratory 
cffort, in the absence of systematic practice, they can 
hardly be lowered below their average position. U utrained 
individuals use them very little in either direction, and 
least of all in that of forced expiration. Whilst the 
smaller anterior segment’of the true apex can receive no 
direct expiratory pressure from the fibrous dome of the 
pleura, its larger posterior segment in the upper recess of 
the spinal groove gets little of it, owing to the rigid 
anterior attachment of the first rib. This relative apical 
immobility during quiet breathing is the plausible and 
accepted explanation for the invariably apieal localization 
of early tubercle. In connexion with the oval patch it 
explains why, although theoretically (cf. Fig. 5) three 
outlines are obtainable, the average, the inspiratory, and 
the expiratory, nevertheless, the “expiratory” outwards 
oscillation of the mediastinal dullness, being much less 
extensive, is negligible. Practically, then, our differential 
method is mainly based upon the study of the normal 
“inspiratory ” inward excursion of the pulmonary reson- 
ance and of any abnormality in its extent. 

The Normal Size of the Oval Patch at Rest.—The 
intensity, the precise shape, and the measurement of the 
dullness vary slightly with the individual, but normally the 
two latter are fairly constant. For the average adult stature 
the vertical measurement between the first and the fifth 
spines is about 110 mm.; the transverse equatorial diameter 
about 90 mm., being twice the distance between the middle 
line and the lateral outline, which is the same on both 
sides. The inspiratory oscillation is amuch more variable 
quantity. In normal individuals it is greatest in the 
juvenile type, and among the abnormal in those who have 
developed the upper dorsal type of breathing. 

The Normal Respiratory Variations.—Deep inspiration 
causes the dull area to shrink towards the spine. To 
show this the long flange of the pleximeter is placed 
inside the oval patch accurately along its boundary line, 
and kept there for alternate percussions, whilst the patient 
is directed to take a deep breath and hold it, and next to 
empty the chest and stop breathing for a moment. The 





Fig. 5.—Same as Fig. 4, showing in broken lines the respiratory 
oscillations of the oval outline during active breathing—namely, ° 
the slight outwards extension of the dullness during expiration, 
and the inwards extension of the resonance during inspiration. 


It should be clearly understood that these respiratory 
oscillations of the outline do not correspond to any 
shifting of the pulmonary border analogous to the advance 
and retreat of the anterior pulmonary fringe. There is no 
free moving pulmonary margin. The lung completely fills 
the spinal groove during every phase, and its only varia- 
tion is in the bulk of its gaseous contents and in the 
varying effect this takes in intercepting more or less of 
the backward dullness of the steady mediastinal structures. 
In strict accuracy these structures are not absolutely 





Fig. 6.—Simplified clinical tracing from a case with unusual 
degree of inspiratory shrinkage of the oval dullness in deep 
breathing, as apt to occur in the “juvenile type”’ and in inspiratory 
hyperpnoea. ue 


note and the tactile vibration will vary with each respi- 
ratory phase in the manner stated. With a little practice 
the percussor will be able to determine the horizontal 
extent of the inspiratory encroachment of resonance 
towards the spine, which in thin active chests is some- 


times considerable. It is obvious that Piorry’s flat ivory 


pleximeter is too broad for that purpose ; and likewise the 
finger, which, in addition, is quite unsuitable by reason of 
its curved surface, For greater accuracy in determining 
the excursion the pleximeter may be worked ‘froth’ the 
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spine outwards till it finds the inner boundary indicated 





by the dotted lines in the diagrams. The beginner should 
practise these normal percussions in a youthful subject 
with mobile and lean chest, although thickness of integu- 
ment does not essentially interfere with the result. 


II. THe Metuop as ApPLieD To PutMonary D1aGnosis. 

Two distinct questions arise in every case: (1) At rest, 
is the oval interspinous patch normal in symmetry, in 
length and breadth, in the regularity of its outline, and in 
the absence of any encroaching adventitious dullness ? 
(2) In active breathing, is the respiratory play normal in 
every way, symmetrical on both sides, and evenly regular 
at every level on either side? This demonstration will be 
confined to the more striking illustrations furnished by 
pulmonary over-expansion and inexpansion, by emphy- 
sema, by pleurisy, and particularly by early and late 
pulmonary tuberculosis, as samples of the many-sided 
practical applications of the method. 


Pulmonary Over-expansion. 

Hyper-inflation, as a .temporary and. functional con- 
dition, need not be coupled with any emphysema. Early 
emphysema, however, is always made up of some 
functional distension, and for diagnosis and prognosis 
any method will be of value which will show whether 
there is little or much of it, and therefore how much of 
the pulmonary elasticity may have been retained in spite 
of the emphysema. The following case is a good illustra- 
tion in point: 

A gentleman, past middle age, previously healthy and 
active, had suffered for several years from progressive 





Fig. 7.—Tracing from a male patient with chronic dyspnoea and 
signs of emphysema. Shrinkage of the oval dullness from habitual 
pulmonary over-infiltration : restored to the normal size by ex- 
piratory treatment. 


breathlessness on exertion, associated with chronic 
bronchial catarrh; he now presents undoubted charac- 
teristic signs, both thoracic and general, of emphysema. 
Opinions had varied as to the nature of the case, 
“emphysema” having been found by some, negatived 
by others, but no pulmonary treatment had been 
suggested. My first dorsal examination as to the 
behaviour of the oval patch (Fig. 7) led to the hope 
that the existing emphysema might be still complicated 
with some degree of functional over-expansion. The 
patch, which measured at rest 65 mm. transversely and 
110 mm. vertically, gave on both sides a fairly good 
inspiratory oscillation of 10 mm. That view was con- 
firmed at the second examination a week later by the 
results of the respiratory treatment prescribed, the 
transverse measurement of the dull patch at rest having 
increased to 90mm. This implied a reduction in the 
distension of the upper part of the lungs and a corre- 
sponding, increase in the expiratory power. Some 
confidence having been restored by the perceptible im- 
provement in the breathing and by a less hopeless 
prognosis, decided benefit was obtained in the country, 
where greater efficiency for walking exercise was regained, 
and the respiratory condition continued to improve. The 
chronic changes of emphysema remain, but the functional 
pulthonary over-éxpansion is being gradually reduced. . 

In other instances—as, for example, in asthma—the 
question may arise whether there is any genuine 
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emphysema or only functional over-expansion. The oval ° 


patch may give a conclusive answer, as in the following 
case : 

_ The tracing described in .Fig. 6 as an illustration of the 
“juvenile type” was taken from a gentleman aged 55, 


suffering from an inveterate attack of catarrhal asthma of . 


several months’ duration, with considerable paroxysmal 
inspiratory dyspnoea much aggravated by any slight 
exertion or excitement. The striking amplitude of the 
respiratory excursion which was found on examination 
affords proof that the structural changes of emphysema 
are practically absent, that the lung has preserved con- 
siderable elasticity, and that the condition is one of 
unusually active inspiratory hyperpnoea, partly of obstruc- 
tive, and largely of nervous, derivation. 


Emphysema. 

The attitude of the ribs is one of permanent inspiratory 
over-elevation, that of the lung one of permanent over- 
inflation. 
at rest a smaller size than can be brought about by forced 


inspiration in the healthy chest; and (2) that the normal , 


inspiratory excursion of the outline will be reduced toa 
minimum. The thoracic over-distension cannot be equallcd 
in health by any isolated respiratory effort, because it is 
due to chronic structural changes in the costo-sternal and 
costo-vertebral articulations, and in the vertebrae and 
intervertebral discs, with a permanent increase in the 
sterno-vertebral diameter. 

Another factor is the characteristic posterior convexity 
of the upper dorsal spine. This tends to increase the 
interspaces between the tips of the spinous processes, and 
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Fig. 8.—The oval dullness in emphysema. Great shrinkage of 
the dullness, with diminished inspiratory oscillation. 


therefore, the distance between the first and the fifth as 
surface landmarks. The projection backwards of the 
mediastinal dullness, as measured upon the latt2r, will no 
longer correspond with, but fall short of them: there will 
be some apparent, in addition to the actual, shortening of 
the oval dull patch. It may no longer reach much above 
the level o* the second, and its lower pole will rise 
perceptib’y above the fifth spine. 

In emphysema, the oval patch presents, as shown in 
Fig. 8, the following characteristic features: (1) Sym- 
metrical shrinkage in all its diameters, chiefly in the 
transverse ; (2) blunting of its angles; (3) marked lowering 
of the upper angle towards the second dorsal spine, with 
less marked rise of the lower angle above the le 7zel of the 
fifth ; and (4) more or less restriction of the horizoatal 
respiratory oscillation of the outline. 


Pulmonary Inexpansion: General and Unilateral. 

If inexpansion were always general and symmetrical 
the result would be the exact opposite to that in emphy- 
sema, namely, an increase of the dulling, mediastinal 
influence at the expense of the resonant pulmonary in- 
fluence, leading to an increase in the transverse diameter 
of the dullness and to a maximum vertical diameter from 
the first to the fifth spines, beyond which there ean be, of 


_ course, no extension. And again, instead of a ‘growing: 
inabiliey to yary the range. of. oscillation. . by .respiratoiy 


effort there would be ,oom for. progressive increase. in: that 
range. Symmetrical inexpansion occurs in any form of 
physical lethargy, and in the asthenic shallow breathing 


This implies (1) that the dull patch will assume , 
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of pretuberculosis. But our diagnosis will .be specially 
concerned with the unilateral. inexpansions induced by 
pleural and pulmonary affections. 


Unilateral Inexpansion. 
Any kind of interference with respiratory freedom on 
onc side only will diminish both the air fullness and the 
air traffic or “ ventilation” at the apex. That half-of-the 


dull patch will therefore be larger than the other, and its - 


to-and-fro respiratory excursions smaller. At the other 
apex compensation will tend to increase both the per- 
manent aération and the ventilation, and its dull patch 
will be smaller with larger excursions. The causes of the 
unilateral impairment of breathing may be: (1) Thoracic, 
(2)-pleural, (3) bronchial, or (4) pulmonary; my tracings 
afford illustrations of each. ‘They may act. upon the 
respiratory mechanisms at the apex, either locally or from 
a distance, as, for instance, in basic pleurisy. And, again, 
most of them may be either permanent, as in cicatricial 
bronchial stenosis, fibrous adhesions, or pulmonary 
cirrhosis, or merely temporary. ote 

The thoracic group of causes is complex; they may be 
connected with nerves, muscles, joints, or bones. IJnnerva- 
tion has a wide field of influence because of the respira- 
tory triad of automatic, reflex, and volitional breathing. 
An almost purely nervous interference is witnessed in 
hemiplegia, where Hughlings Jackson observed and 
explained the presence of a greater respiratory activity on 
the paralysed side during quiet breathing, and its transfer 
to the sound side as soon as the effort of the wili was 
thrown in. A purely muscular interference is witnessed 
in intercostal or phrenic rheumatism. The familiar dis- 
turbances connected with the various lesions or affections 
of tlre joints, ligaments, cartilages, and bones of the spine 
and of the ribs need only be mentioned. 

Again, thoracic space may be unevenly encroached upon 
2s in pleural or pericardial effusions. _Pneumothorax, 
however, would have the opposite effect, that of obliterat- 
ing instead of enlarging the dull interspinous area. 
Cardiac hypertrophy and dilatation, glandular swellings, 
neoplasms, and below the diaphragm enlargement of the 
liver or of the spleen, and gastric or intestinal inflations or 
tumours would all tend to increase the area of dullness on 
the side of the interference with pulmonary expansion. 

The influence of plewrisy will be presently referred to. 
The large group of the localized bronchial and pulmonary 
affections includes varied forms of asymmetrical obstruc- 
tion to the passage or to the admission of air into the 
alveoli, by bronchial stenosis, or by pulmonary disable- 
ments ranging from Corrigan’s cirrhosis down to simple 
localized pulmonary congestion. As an instance it is 
enough to refer toa tracing from a small child with per- 
tussis showing considerable enlargement of the dull patch 
on the side where bronchopneumonia greatly interfered 
with the expansion of the lung (Fig. 9). 

Lastly, in addition to the behaviour of the respiratory 
mechanism, apical expansion and the oval patch are subject 
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Fig. 9.—Tracing from a small child in whooping-cough, showing 
increased size of the left dullness from left pulmonary inexpansion, 
due to more severe bronchopneumonia on that side. Illustrating 
pulmonary derivation of deficient expansion. 


to the influence of the mediastinal factors. For example, 
the effect of oesophageal disease or diverticulum, or of an 
aneurysm of the arch, is to amplify the dull patch, not 
only by encroaching upon breathing space, but by increas- 
ing the size and dullness of the mediastinal structures. 





Simple unilateral-apical inexpansion, much more com- 
mon in non-tuberculous young subjects than is generally 
suspected, is often overlooked in ordinary dorsal percussion 
because involving only a slight subresonance of the apex 
as a whole without any striking localized dullness. 
“ Lobular” atelectasis—that is, localized pulmonary col- 
lapse—is much more noticeable. It: has to be  carefully- 
diagnosed from early tubercle. The test for an atelec. 
tasis, say at the left apex, is easily applied. The left half - 
of the oval dullness having been traced out as definitely 
larger than the right, it will be found that after a few dcep 
breaths its size, when determined again after an interval 
of quiet breathing, will have diminished perceptibly, 
though it may not have beccme quite identical with that 
of the right half, whilst the suspicious patch of dullness 
at the apex may have completely disappeared. 


Pleurisy. 

Even double pleurisy, which is seldom symmetrical in 
its effusions or adhesions, will impair the symmetry of 
the oval; but the best demonstration is afforded by 
unilateral cases. * 

The Influence of Unilateral Basie Pleurisy—The dimi- 
nution in the inflation of the apex on the side affected 
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Fig. 10.—Tracing from a boy of 8 with right acute tuberculous 
pleurisy and effusion, causing diminished pulmonary expansion 
and increased size of the oval dullness on that side. Illustrating 
derivation of apical under-expansion from basic pleurisy, 


was well shown in two boys of 8 suffering respectively - 
from left empyema and from .right tuberculous pleurisy 
with moderate serous effusion. The asymmetry of the 
oval patch was considerable in both cases, but on opposite 
sides. In the tracing (Fig.10), reproduced from the 
latter, the width of the right half of-the patch, corre- 
sponding to the side of the respiratory impairment, is’ 
much increased ; that of the left half is reduced, owing 
to compensatory respiratory activity. The converse was 
seen in the other tracing, which resembled Fig. 9. 

















Fig. 11.--Tracing from a lad of 14 with tuberculous peritonitis 
and pleural adhesion at the left apex. The left oval dullness is 
Pek ws oer ane meee is ct gate aly ve + ere ng of the inspiratory 
Os n, which persists on the right side. Ill i i 
inexpansion from local adhesions. ' ies din da atsanen 


The Influence of Adhesive Apical Pleurisy.—This is well 
shown in the tracing (Fig. 11) from a lad of 14 free from 
active pulmonary symptoms, but in whom a laparotomy 
had revealed the presence of tuberculous peritonitis. 
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A well-marked dullness, without any rales, extended 
outwards from the margin of the oval patch towards the 
left supraspinous fossa. The right half of the patch was 
normal, and oscillated freely with respiration; the left 
was widened, and there was no oscillation of its outline, 
in confirmation of the diagnosis of a thickened and 
adherent pleura. This condition will be frequently found 
on examination in cases of chronic fibroid phthisis, where 
the old Jesions have led to dense adhesions in the spinal 
groove. 4 
Pulmonary Tuberculosis. 

1. The Early Diagnosis,—The chief value of the 
method is the help it affords us at the earliest. stage, 
prior to any possible identification by adventitious signs, 
or by-the bacillary test, in estimating the significance of 








Fig. 12.—Tracing fronr a man of 52 examined for suspected 
phthisis. Deficient expansion on the left, with widened oval dull- 
ness, due to habitual gastric inflation. No other physical signs. 
Absence of phthisis diagnosed from the 15 mm. shri e (broken 
line) of the dullness to a 10mm. smaller size than that of the 
right, as an immediate effect of corrective respiratory exercise. 


doubtful indieations, such as unevenness in apical expan- 

sion, and in the quality of the respiratory murmur, which 

often simulate incipient phthisis. Here are two cases in 
oint : 

The tracing (Fig. 12) is from a medical man who desired 
me to examine his chest for early signs of disease, because 
of rapid loss in weight and strength after influenza and 
persistent retronasal catarrh. There were no adventitious 
signs, but only slight relative loss of resonance at the left 
apex. The oval patch was markedly increased on that side. 
By suitably hindering the respiratory play of the sound side, 
whilst deep breaths were taken, the asymmetry was com- 
pletely reversed, as shown in the interrupted outline, 
proving that the original inexpansion was not due to pul- 
monary or pleural causes, but was a mechanical result of 
the gastric inflation which I had suspected, and which 
I was able to identify as the cause of the general as well 
as of the local condition. He got quite well under appro- 
priate treatment. The alteration immediately brought 
about in the oval patch, and shown in Fig. Yo, is the 
converse of that described in Fig. 7. 

In juvenile cases I commonly find that the cause of the 
unilateral inexpansion and diminished apex resonance is 
a latent functional spinal curvature, and that the sus- 
picion of phthisis can be eliminated. An exceptional 
instance was that of a girl of 14, who was brought to me 
for an opinion, after two years which had been spent 
largely at sanatoriums for vague symptoms attributed to 
tuberculosis but no definite physical signs. The physique 
was good and the apices perfectly sound, as shown b 
their normal reaction to the dorsal test, with the exception 
of a left apical and general inexpansion, which I inter- 
preted as due to the presence of an overlooked gastric 
dilatation with upward inflation. These I was able to 
treat successfully, with a complete disappearance of the 
respiratory asymmetry, which in this case was clearly of 
gastric, instead of the usual spinal derivation. 

The “attitudinel” causation of an apical asymmetry 
can be identified in many cases by applying the respiratory 
test to the oval patch. To demonstrate that mode of 
origin I took in a healthy boy comparative tracings of the 
patch in the erect and in the laterally bent posture. In 
the latter the previous symmetry was lost and the dull 
patch on the bent sidé was immediately increased in its 








transverse diameter as a result of the diminished thoracic 
expansion. Sik 

The early clinical test by asymmetry of thoracic move- 
ment, which we owe to the .2-ray demonstration of 
the fact that there is a general drooping of the ribs on the 
side affected, most obvious in pay et ones, is valuable 
owing to its simplicity. But it is not very reliable unless 
the bimanual basic expansion test be most carefully 
applied. The drooped ribs having a much greater range 
for inspiratory elevation than their fellows, and any strong 
pressure of the hand acting as an effective stimulus to 
expansion, I find that the drooped side may be often.made 
to yield a greater amplitude of movement than the sound 
one. That fallacy does not arise in the performance of 
the oval patch test, which does not in any way interfere 
with the mechanism of breathing. This practical point 
might be worth remembering. ; 

. The Study of the Active Lesions in Progress.—Besides 
that early help, the method yields valuable information 
as to the position and extent of the local mischief. For 
instance, patchy atelectasis, which may simulate apex 
disease, uently accompanies it, and should be diagnosed. 
It is not unimportant to discover whether the apex at the 
back is captive or free, over-inflated to compensate for 
anterior shri e, or under-inflated owing to posterior 
lesions or fibrosis. For those purposes more searching 
examinations will be ired. In addition to the general 
changes which we have already described as affecting the 
whole patch on the right or the left side, as regards (1) its 
size, (2) its symmetry, (5) and its range, we must now call 
attention to its local irregularities, (4) in outline, and (5) 
in range of i oscillation ; and, lastly, (6) to any 
local encroachments upon its subresonant dullness by major 
dullnesses. These may be due perhaps merely (a) to 
atelectasis, but more commonly to permanent lesions, 
either (5) of the pleura, or (c) of the pulmo: tissue. 

Focal atelectasis, simulating a structural lesion, might 
have its seat within the oval patch, and, as elsewhere, it 
would be identified by the evanescence of its dullness 
under deep breathing. We must beware, however, of « 
hasty conclusion that there is no disease; each tubercle 
has its ssa cbgunee road rate, a complete 
return of resonance is soun any corresponding 
lesion could only be minimal. - 4 

Local irregularities in the outline of the oval patch are 
mainly of two degrees: by local immobilization and by 
local encroachment. Local immobilization may occur at 
any part of the outline. It contrasts with the complete 
immobilization of the entire outline depicted in Fig. 11, 
but its causation is the same or similar—namely, either 
simply pleuritic from adhesion or pleuropneumonic from 








Fig. 13.—Tracing from a female patient of 32, with right apex 
lesion at inner supraspinous fossa, locally in mobilizing the ovat 
patch with local suppression of the inspiratory oscillation, which 
still obtains below and on the left side. 


tubercle. One of my tracings (Fig. 13) shows it at the 
upper part, another at the lower part of the right patch. 
It is seen that the inspiratory excursion which occurs 
elsewhere is suppressed locally where the dullness borders 
upon the outline of the patch. As the condition depicted 
was not altered by deep breathing, it was not due to 
atelectasis ; moreover, a few rales were audible. In the 
other case, with precisely similar wer 
two-thirds of the oval, reported to have the seat of — 
excavation two years. previously, there were no rales, and 
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the harsh blowing inspization confirmed the diagnosis of 
local pleuro-pulmonary thickening with loss of expansi- 
bility. 

Local encroachment, where an apical dullness, instead 
of stopping at the outline, obliterates it by extending into 
the oval area, is illustrated in Fig. 14 from an active stage 


ig. 14.—Tracing from an adult female patient with active 
phthisis. The major dullness of the lesion extends into the oval 


patch, locally obliterating its outline and suppressing its inspira- 
tory oscillation, which are both present below and on the left side, 





of phthisis. It is unnecessary to dwell upon:the varying 
types of deformation which result in individual outlines 
from these encroachments. by the heavier dullness of 
advanced destructive lesions. The finer analysis special 
to our method is not needed for their recognition, but wl! 
assist their accurate delimitation. Its chief purpose is 
that of early diagnosis. ' : 

IiI. Tue Metuop as Appiiep To Urrer MEDIASTINAL 

os D1aGNosis. 

Pathologically this is a much wider field, including 
the lesions of:a variety of organs which time will only 
permit us. to enumerate. Hitherto we have stadied the 
oval patch from its outer side, from its pulmonary and 
therefore resonant approach. .We should now c:o3s the 
border and study its behaviour as a dullness which may 
acquite abnormal intensity, and may encroach; upon the 
normal outline of the pulmonary resonance. Full credit 
is due to the Minerbis for having attempted that investi- 
gation, but; they were at a, disadvantage in not being 
familiar -with the normal. field of percussion. Now that 
this is clearly, defined, clinicians may turn that kro vledge 
to full account for the diagnosis and localization of the 
varied affections of the mediastinum which cannot be 
discussed in this paper. 

In major upwards dilatation of the left auricle, in major 
pericardial effusions, in aoitic aneurysm or dilatation, in 
enlarged thymus, in upper modiastinal alenopathies and 
tumours, and particularly in tiaches bronchial adeno-: 
pathies, and in oesophageal” disease, we identify the 
other element of variation, that of an abnormal 
“dulling” influence. 

These would all tend to counteract the “resonant” 
influence of the lung, to increase both the size and the 
intensity of the oval dullness, to destroy its symmetry, 
and sometimes to modify its shape. 

The share taken by the aorta in the production of the 
normal oval dullness is manifest; whilst its dilatations and 
its aneurysms cannot fail to’intensify the latter. The 


distinction drawn by Sir William Broadbent between the . 


aneurysms of physical signs and the aneurysm of sym- 
ptoms which grows downwards from the concavity of the 
arch may not always in the future be strictly justifiable to 
a more searching percussion of the interspinous region. 
In addition to symptoms that variety might sometimes 
yield some percussion signs. Again, the detection by 
percussion of aneurysms of the descending limb of the 
arch is a question of the extent and of the direction 
assumed by the outgrowth. But, as regards the normal 
arch, an accurate percussion of its outline has not been 
attainable, in spite of the added dullness which it 
receives from the pulmonary artery beneath it. The 
azygos arch, which has been described by the Minerbis 
as yielding normally a small paravertebral area of slight 





dullness at the level of the third dorsal spine, has likewise 
eluded identification within the oval interspinous area, 


‘They have also given illustrations of its enlargement in 
cases of‘venous congestion from cardiac valvular disease, 


and of an extension of its dullness downwards by the side 
of the spine. Probably they may have been guided by a 
fractional recognition of the rctrovascular dullness and of 
the oval dullness itself. Nevertheless, it is undeniable 
that the azygos, closely applied to the spine, must contribute 


‘its quota to the general retrovascular dullness, although 


its own dullness may not be capable of being separately 
identiited. : 

The chicf practical conclusions which may be drawn 
from this limited inquiry may be briefly stated: (1) The 
oval.patch provides us with a normal standard for upper 
dorsal percussion. (2) The method also gives us some 
means of estimating the general respiratory activity of the 
lung and that of the apices. (3) It provides tests to 
differentiate between functional over-expansion and 
emphysema, between functional under-expansion and 
phthisis, and between local atelectasis at the apex 
and the lesions of tabercle. (4) In addition to its pul- 
monary and pleural data it opens up a wide range for the 
study of the upper spinal and the upper mediastinal 
structures and for. mediastinal, diagnosis. (5) Familiarity 
with the sign and with the method is likely to contribute 
to an earlier diagnosis of incipient pulmonary tuberculosis 
by physical signs. 
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YEASTS IN THE ALIMENTARY CANAL AND 
STOMACH PAIN DUE TO ALCOHOL. 
RECENTLY it has been suggested that alcohol formed in 
the stomach “by the action of yeasts and‘sarcinae on 
carbohydrates” may account for some of the pain in 
indigestion (Hertz, Wethered). 

I have tried to get some definite information as to the 
species of yeasts commonly present in the mouth and 
intestines by examination of 12 cases, namely, 4 infants 
aged 3 to 8 months, 4 children aged 4 to 10 years, and 4 
adults. They all had minor ailments, some of the children 
diarrhoea. Although present in all, yeasts did not appear 
to be numerous in any. 

Many yeasts are very feeble fermenters. Long 
ago Pasteur applied the name “torula” to yeasts that — 
fermented feebly or not at all. Hansen found that prac- 
tically all these feeble fermenters were non-sporing yeasts. 
All the powerful alcoholic yeasts are saccharomycetes, | 
and it is amongst the latter one must look for any 
likely to cause stomach discomfort. : 

Torulas.—These were found in every case, several 
varieties usually, both in the mouth and alimentary canal. 
In the infants torulas only were found. This was not 
surprising, for the distribution of saccharomycetes on fruit, 
cereals, etc., places them out of the way ‘of infants. 
Torulas, on the other hand, are seldom absent from the 
mother’s skin, about the scalp, armpits, breast, and they 
are often plentiful in the mouth. They are common in 
cow’s milk and cream. No doubt there were many species, 
and three could be distinguished by the sugars fermented. 
Although several fermented very feebly, no specimen of 
a non-fermenter was obtained. There was not one among 
them able to form 2 per cent. of alcohol in a week. 

Saccharomycetes.—These were easy to find in the adults, 
but _ in one did they outnumber the torulas, which are 
generally much the more numerous. At least four species 
could be distinguished, of which two fermented cane sugar 
and two both cane sugar and maltose. By tubing traces 
of a dozen colonies, each in a few cubic centimetres of 
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wort, it was easy to pick out from a plate anything likely 
to be au energetic fermenter. Further .trial could then be 


grow and ferment in 10 volumes per cent. of absolute 
alcohol in wort or other saccharine solution. Under 
optimum conditions not one of them formed 4 per cent. of 
alcohol in twenty-four hours, even when 1 to 2 grams of 
yeast was added to’ 100 c.cm. of wort, containing sugar 
enough for 8 per cent. of alcohol at least: , 

According to Dr. Hertz (Goulstonian Lectures, April, 
1911), rather large percentages of alcohol—20 to 48— 
introduced into the stomach gave decided discémfort to his 
patients. In one case even a 5 per cent. alcoholic solution 
caused a burning for three minutes. It is obvious that 
yeasts such as were found in my patients are unlikely to 
cause stomach pain in any circumstances. It would be 
interesting to know if even 2 per cent. of alcohol was ever 
found in the stomach as the result of local fermentation. '' 

The cases examined were few, but as yeasts come from 
the outside one may examine the most likely soutces— 
sugar cane, molasses, raisins, figs, fresh fruits. Some figs 
carry much yeast: Of a number’ of yeasts from such 
sources, the most energetic formed about 7 per cent. by 
volume of alcohol in twenty-four hours and 9 per cent. in 
seventy-two hours, but no more in a week. This large 
percentage is only formed under optimum conditions 
which do not exist in the stoniach.. Even so, it takes six 
hours to yield 2 per cent. of alcohol. In practice few stock 
yeasts of the alcoholic industries are more rapid in action 
than this. 

The researches of Dr. Hertz have added much to our 
knowledge which is of the greatest value in everyday 
practice. In regard to this pain attributed to alcoholic 
fermentation in the stomach, however, it seems to me the 
evidence is opposed to his explanation. ~ 

Ealing, W. Rospert Craik, M.D.Glasg. 





EXTREME DYSPNOEA DUE TO RAPID HYPER- 
TROPHY OF THE THYROID: HEMI- 
THYROIDECTOMY : RECOVERY. 

On the morning of February 6th, 1912, I met my partner 
(Dr. J. H. Crofton), who told me that he had seen a boy 
dying from tracheal obstruction, possibly due to the 

thyroid. 

We immediately went to the house and found the boy 
(F. B., aged 13) apparently moribund. He was blue, un- 
conscious, and breathing ten or twelve times a minute 
with a violent gasp, accompanied by much stridor and 
retraction. There was no obvious thyroid enlargement, 
but a firm fullness in the lower part of the neck. There 
was a history of increasing dyspnoea for a fortnight or 
more. 

We rushed back for instruments, my hope being to 
relieve the obstruction, possibly by dividing the thyroid 
isthmus or by a low tracheotomy. No anaesthetic was 
necessary as the patient was quite unconscious. On 
cutting down over the trachea I found the right lobe of 
the thyroid very large and its lower pole passing round 
forwards between sternum and trachea and compressing 
the latter. I shelled this out, divided the isthmus to the ° 
left of the;mid-line, and completed the removal of this and 
the whole right lobe. Immediately after bringing up the 
lower pole, respiration became comparatively easy, the 
colour improved, consciousness began to return, and an 
anaesthetic was necessary to complete the operation. 
I finally closed the wound but for the provision of free 
drainage. 

From the first progress was satisfactory; for the first 
thirty-six hours the pulse was 120 to 126 and the tempera- 
ture about 100° F. ;-both then fell gradually to normal. 

The right lobe, which ‘eighek: 3% oz., I sent to the 
Clinical Research Asxociation, and received the following 
report : “ . 

This material. consists of gland tissue in which many of the 
gland acini are dilated, and all are filled with the usual colloid 
substance. It has the appearance of a simple hypertrophy and, 
shows no evidence of any growth. 


When seen on August 28th the: boy. was absolutely well ; 
there were no symptoms of hyperthyroidism or’ hypo-. 
thyroidism, and no obvious asymmetry. of the neck. 

ie at GaTHOoRNE R. GirDLEsTonE, M.B.Oxon:, 
Oswestry, =: *. ¢- PROB -: ; 








made of a selection of these. No yeast found was-able to- | 





_]. a walnut, and completely isolated. _ - 





on 


MEDICAL. AND. SURGICAL PRACTICE IN THE 
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DEVON COUNTY ASYLUM. 
PORENCEPHALY. 
(By Ricuarp Eacer, M.D.Aberd., Senior Assistant 
Medical Officer.) 

In the Journat of June lst, 1907, I recorded a case of 
extreme hydrocephalus in a male aged 7 and weighing 
2 st. 1 lb.; the head measured 26% in. in circumference. 
The brain at post-mortem examination was in this case 
found to be hollowed out into a large sac containing 90 
ounces of fluid; the walls of the sac were formed by the 
attenuated cortical grey and white matter, measuring } in. 
atthe thickest part. 

The case here illustrated is that of a male, also aged 
7 years. His weight was 3 st. 6lb. He presented the 
usual features of extreme hydrocephalus; he was quite 
helpless, and unable to support the weight of his head or 
do anything for himself, so that he was bedridden all the 
time he was under caré. 

His head was globular in form, with prominent forehead, 
and measured in circumference 24 in. The greatest trans- 
verse diameter was above the ears, and measured 7} in., 





the occipito-bregmatic 8} in. His small pale face formed 
a marked contrast to the size of the cranium. . He had 
never walked or talked, and appeared to have no control 
over the sphincters. _The body was thin and poorly 
developed for his age, and the muscles were atrophic. He 
was constantly moaning and whining. On July 31st, 1912, 
he died. 

At post-mortem examination, as soon as the cranium 
was opened a quantity of clear watery fluid escaped. This 
reached the total of 5 pints in all. After removal of the 
vault of the skull it was found that the remnants of brain’ 
structure were lying on the base of the skull in a flattened- 
out condition as shown in the photograph. The inner 
surface of the dura mater lining the vault was very smooth . 
and the skull bones were thin and diaphanous. What 
appeared to be the falx cerebri extended across a cavity 
inside the skull untouched by brain matter on either side. 
There seemed to be no corpus callosum, and in the posterior 
and median fossa the hemispheres seemed to be represented 
by two tongue-shaped pieces of brain substance, probably 
the median surfaces of the occipital and parietal lobes. 
In the anterior fossa there was a mass of brain substance 
on either side, but considerably larger on the right than on 
the left, as may be seen in the photograph. On the right 
it extended from the anterior fossa over the wing of the 
sphenoid .into the middle fossa, and seemed to form the 
remnants of the floor and outer boundary of the lateral 
ventricle. On the left,.side the mass was about the size,.of 
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With these exceptions no signs remained of any brain 
stracture above the basal ganglia and optic thalamus, and 
the total brain matter in the skull only weighed 13} oz. 
The right lung contained tuberculous foci, and the pleura 
was studded with tubercles. A smear from a section of 
the lung was found to contain tubercle bacilli. The spleen 
was also studded with tubercles on its serous surface, and 
the mesenteric glands were considerably enlarged. 

The case appears to be one of extreme degree of poren- 
cephaly. In the case published previously the pressure, 
it would seem, was exerted from within the brain, stretch- 
ing the hemispheres and finally compressing them against 
the inner table of the skull; in this case the cavity of fluid 
extended always to the surface, unbounded by anything 
representing brain cortex, and compressed the brain into 
the fossae of the base of the skull. 





Rebiohes, 


RECENT WORKS ON CONSUMPTION AND ITS 
TREATMENT. 

Tue modern literature of tuberculosis grows apace, and it 
is satisfactory to note the general agreement as to the 
main lines upon which the disease may be overcome. 
The clinical aspect of .consumption has been very fully 
dealt with, and it is highly desirable that knowledge 
should advance from the point of view of the public 
health. A monograph has regently been issued' by Dr. 
ALFRED Harris of Southampton, in which the etiology, 
diagnosis, and prophylaxis are chiefly considered, and 
many points are put prominently forward which are 
deserving of particular note. The various factors which 
combine to influence the onset or spread of the disease are 
well known, but many fallacies have already been exposed, 
and it is probable that as time goes on other opinions will 
be found to be in need of emendation. Chief among these 
considerations is the subject of heredity. To what extent 
susceptibility may be inherited there is as yet no means of 
determining, but abundant evidence is now forthcoming 
to show that children removed from close association 
with tuberculous parents have escaped the disease, while 
others remaining in the home have become infected. In 
other words, the disease has been directly conveyed from 
parent to child. This important fact is not sufficiently 
recognized, but it has far-reaching effects which may in 
time be neutralized, if not by legislation, at any rate b 
common sense. The apparent immunity of the Jewis 
race is held to be due to their sanitary habits of life rather 
than to any racial peculiarity. The “consumptive appear- 
ance” which has been recognized from the earliest times 
is regarded as due to a delicacy of constitution, 
rendering the person liable not .only to tuberculosis. but to 
any other form of disease. Consumptive-looking people, it 
is truly said, often go through a long life without suffering 
from consumption. The evidence of the conveyance of 
tuberculosis by marriage is not so convincing as was 
formerly thought to be the case. Possibilities of separate 
infection are so numerous that only about one-third of the 
cases can be fairly attributed to personal contagion. The 
much-discussed question as to the paths of infection has _ 
not been finally answered, and the relative liability of the 
air passages and the alimentrry canal as channels by 
which the bacillus may reach the lung, it is pointed out, 
calls for further investigation. The question of sanatorium 
treatment is discussed from the economic standpoint. Its 
powers and limitations are fully recognized, and com- 
parison must now be made with the results of tuberculin 
dispensary treatment, which may or may not achieve as 
full a measure of success at a very much reduced cost to 
the community. Local authorities who have to deal with 
these matters may note the very sensible arrangements 
made by the Birmingham Corporation, whereby much 
trouble and possible expense may be saved to house- 
holders who have been “notified.” Dr. Harris’s work 
affords a great deal of useful practical information worthy 
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the attention of every one who may have to deal with 
tuberculous disease, whether in a public or a private 
capacity. 


A small pamphlet by an anonymous writer (“ Medicus ”’)? 
contains, in the form of question and answer, a summary | 
of the essential facts relating to everyday hygiene couched 
in the simplest language. Fresh air and light, and the 
means by which they may be obtained even under the 
least favourable conditions; dust, and how to deal with it; 
food supply, and the danger of infection of the alimentary 
canal; personal cleanliness and its importance, especially 
in childhood, are each in turn discussed. The outcome 
is a counsel of perfection not likely to be attained in its 
entirety, but the little pamphlet, which is obtainable for 
threepence, may be the means of dispelling some of the 
prevalent ignorance on the elementary laws of health. 


Another minor contribution, intended for the enlighten- 
ment of the public, deals with The Tuberculin Treatment 
of Consumption’ The writer, Dr. H. VaucHan Barber, 
states in his preface that he desires to bring before “ the 
people of England” the claims of. tuberculin as at present 
employed. He sets forth in plain terms and bold type the 
history of the steps by-which modern opinion on the 
subject has come to be formed, but the main object of the 
work would appear to be to call public attention to the 
Tuberculin Dispensary at Kennington. The non-medicel] 
victim of consumption will gather from this account that 
his disease, if in an early stage, will be cured in six. 
ménths, and that even if it be well established he will 
have a 60 per cent. chance offlrecovery. The promise of 
such brilliant results has led to the formation of a Tuber- 
culin Dispensary League and to the establishment of many 
such dispensaries in different parts of the country. It 
will not be forgotten that similar statistics and prospects 
were at first held out by the advocates of open-air and 
sanatorium treatment. ime alone will show whether 
inoculation can achieve a greater measure of success. 


A Birmingham physician, who prefers to remain 
anonymous, has issued a penny pamphlet‘ in which 
the now familiar story of consumption is told again in 
simple terms suitable for public readers. Incidentally he 
points out the excessive cost of consumption to the com- 
munity, both directly and indirectly, and shows that many 
millions a year are lost which ought to be saved when the 
disease has been brought under control. Notification, 
earlier treatment, and segregation of the dangerous cases, 
must in time effect a saving of expenditure and an increase 
of national efficiency. An appendix, descriptive of the 
best forms of cheap food for the poorer classes when 
affected by tuberculous disease, supplies some sound and 
useful information as to the relative feeding: values of the 
simpler commodities and deals somewhat ruthlessly with 
many widely-advertised preparations. 





PRACTICAL NEUROLOGY. 


In his book on the clinical examination of patients with 
nervous diseases,° Dr. Otto VeracttH of Ziirich hax 
endeavoured to present to students and practitioners an 
introduction to the diagnosis of nervous diseases, adding a 
synoptic table to simplify their differentiation. Beginning 
with the systematic examination of the patient, Dr. 
Veraguth goes fully into the details of history-taking, 
investigation of the coverings of the central nervous 
system and of its blood supply: the use of electricity in 
diagnosis (this is given very fully), and the special points 
to be looked for in cases in which the lesion affects the 
cranial nerves, movement, sensation, the. reflexes, speech, 
and so forth. The second séction of the book deals with 
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topical diagnosis, and occupies thirty pages. The third 
and last section of fifty pages consists of synoptic tables in 
which the essentials of symptomatology and diagnosis for 
the various groups of nervous diseases are summarized. 
The work is a very thorough compendium of the subject, 
avd owes much to the author’s thorough acquaintance 
with the literature of neurology. It goes deeply into the 
physiology, pathological anatomy, and psychology of 
nervous disorders, and is well illustrated as well as clearly 
and dogmatically written. There is an index, and: there 
are probably few, if any, points about nervous diseases on 
which the student or practitioner would consult Dr. 
Veraguth’s book and draw blank. But it contains so much 
information that one may doubt whether the average 
practitioner or student would be able to take it all in, and 
whether he would not be confused by the wealth of know- 
ledge placed at his disposal by Dr. Veraguth. 


We welcome a fourth edition of Dr. J. RYLAND WHITAKER’S 
little book ® on the anatomy of the central nervous system. 
The last edition came out about thirteen years ago, and 
the book has been for some time out of print. It is designed 
as an introduction to temper the intricate complexities of 
the central nervous system to that shorn lamb, the medical 
student. Clearly written, with brief summaries where 
these prove helpful, with abundant typographical differ- 
entiations and with a full complement of illuminating 
diagrams, Dr. Whitaker's volume bears on every page the 
impress of a gifted teacher, the ripe experience of many 
years’ practice as lecturer on anatomy. It may be warmly 
recommended to candidates for examinations who have to 
get up the anatomy of the brain and spinal cord ; for it is 
well arranged, lucid, short yet complete, and familiar to 
many generations of Edinburgh students. 


A practical handbook on neurology that should be 
useful and intelligible to the practitioner who is not 
a specialist sounds like an impossibility. Professor 
Lewanpowsky of Berlin, however, has endeavoured to 
write such a book,’ and we are bound to say that he has 
succeeded in the attempt. There is ample room for such 
a work. The science of neurology is so extensive and 
advances with such rapidity nowadays, that even the 
expert, as Professor Lewandowsky points out, can no 
longer cover all the ground, while the general practitioner 
is confused and intimidated by the complexity of the sub- 
ject, the multiplication of terms and names, the difficulty 
of discriminating between lesions that are “organic” and 
those that. are “functional.” Professor Lewandowsky 
begins by describing fully, but in simple terms, the 
methods of physical examination in patients suspected 
of nervous disease, pointing out the special errors 
and fallacies that are to be avoided. Then he discusses 
the various symptoms—dizziness, pain, and so forth— 
of which the patients may complain. Then the various 
diseases of the spinal cord and brain are detailed, always 
in simple language and with indications of the therapy 
that should be employed. The book ends with fifty ex- 
cellent pages on the psychoneuroses, including hysteria. 
The treatment of these neuroses is fully discussed; the 
author is no believer in Freud’s psychical analysis for 
diagnosing the cause of hysteria and indicating the proper 
line of treatment. The book may be warmly commended 
to all readers of German who are in search of a sound 
elementary textbook on diseases of the nervous system ; 
it has an excellent index. Professor Lewandowsky is a 
neurologist of great practical experience, and has a very 
extensive knowledge of the literature of his subject. 
A better author for a somewhat elementary book on this 
subject it would be hard to find. 


A very complete account of the skiagraphy of the 
cranium is given by Dr. ARTHUR ScHULLER in his book 
on g-ray diagnsis of diseases of the head. In the 
earlier days, as he points out, the difficulties of a-ray 


6 Anatomy of the Brain and.Spinal Cord. By J. Ryland Whitaker. 
Fourth edition. Edinburgh: E. and §. Livingstone. 1911. (Post 8vo, 
pp. 244 ;- 103 illustrations. 5s. 6d. net.) 
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examination of the skull prevented its general adoption. 
At the present time, however, the subject has been very 
thoroughly studied, and both surgeons and physicians ~ 
can receive much help from carefully prepared s ms 
of the head. Dr. Schiiller divides his book into four 
sections. The first is short, and discusses the size, 
thickness, and shape of the normal skull. The second ex- 
tends to ninety pages, and describes the x-ray appearances 
of diseases of the skull very thoroughly; the author 
points out how well adapted the # rays are to indicate 
where palliative trephining may best be done by 


showing at what point the skull is thinnest. He | 
has met with no fewer than 67 cases of oxy- 
cephaly (Turmschddel), mainly in children, and 


describes the appearances met with in this and in 
other cranial deformities due to premature synostosis 
of the cranial sutures. The third section, of seventy- 
two pages, is given to the «-ray diagnosis of intra- 
cranial diseases, and in it much attention is devoted to 
elucidating the complicated skiagrams yielded by the 
region of the sella turcica and*the middle fossa of the 
brain. Itis this part of the book that will appeal most 
strongly to the puzzled skiagrapher. It represents a great 
deal of practical experience, for Dr. Schiiller has examined 
90 patients with tumours of the hypophysis (28 of which 
came to operation), as well as many others with abnor- 
malities or defects in this region of the skull. He also 
gives a careful description of the local destruction of bone 
that may be encountered at the base of the skull in 
patients with tumours of the eighth nerve, founded on 
his observation of 15 cases, confirmed at operation in 
8 patients and at obduction in 9. The fourth section of 
the book gives a brief account of the x rays in diseases of | 
the nose, eyes, ears, and teeth. Dr. Schiiller writes 
clearly, and provides good diagrams and photographs to 
illustrate his meaning ; he adds thirty pages of references 
to the literature, but gives no index. His book is indis- 
pensable to the skiagrapher, and of great interest to the 
neurologist. 





UROLOGY. 
Urology,? by Ramon Guireras, Professor of Genito-Urinar 
Surgery at the New York Post-Graduate School, is a wick 
in two volumes of some 1,400 pages, with 950 illustrations. | 
Figures such as these reveal the enormous mass of facts 
with which the urinary surgeon must be familiar if he is - 
to carry out his craft in a “ professional’ manner, and will - 
make it clear why it is that urology is tending to become a 
separate speciality. 

The most interesting part of the work is a very full 
description of the author’s urological clinic which serves ‘ 
to illustrate in striking fashion the advance of American 
educational ideals. For example,a man who wishes to 
take a course in urology has. to sign on for one year, and 
he spends nine months in learning to pass urethral 
instruments before he is allowed to proceed to the final 
course of three months in cystoscopy. At the end of a 
year’s course selection is made from the most promising 
students to serve as permanent clinical assistants, of whom 
there are nine working under the professor. 

We approached the book with high hopes, as the excel- 
lence of the binding, printing, and illustrations produce a 
most favourable general impression. When we came to 
grips with the details of the text we must confess to | 
disappointment. Some of the chapters may be selected 
for praise, but they are few and far between. We refer to 
the chapters on cystoscopy and on exercises, and the 
descriptions of certain operations, such as external 
urethrotomy and prostatectomy ; but as for the rest of the 
book we find very little in it to recommend. A book on a ' 
speciality should deal only with that speciality. In this © 
book we have diffuse wanderings into general medicine 
and surgery. Surely men who intend to specialize ought ‘ 
first to have mastered general medicine, but this book " 
gives the impression that the author does not expect his 
readers to know anything. For stance, what is the point 
in a book on urology in devoting a whole chapter to the 
blood ?—‘ Bloed comprises a fluid, liquor sanguinis, or 
plasma, in which float specialized cellular bodies known as 

9 Urology. - The Diseases of the Urinary Tract in Men and Women. 
A Book for Practitioners and Students. By Professor R. “Gravel 
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corpuscles ....” and so on, What has this to do with 
urology? This is elementary physiology, and we should 
have expected urological students to have learnt physiology 
in their first years of studentship. 

It is not as.if these excursions were either sufficiently 
illuminating or correct enough to be of practical use. For 
instance, a whole chapter is given over to a sketchy 
account of anaesthetics, twenty lines being devoted to 
spinal anaesthesia, not a word of which is up to date, the 
author, indeed, confessing that he has never performed it 
himself. These are but one or two instances of one class 
of fault constantly recurring throughout the book. 

‘We could have afforded to overlook these faults had the 
urology itself been excellent, but it is not. We. may 


. mention’ as instances of this the author’s method of 


jiagnosis of stricture by means of bougies rather than by 
the urethroscope, his use of rubber sheath Kollmann 
dilators, of the rectal bag for operation on the bladder, 
his advocacy of cocaine as a local anaesthetic in the 
urethra and bladder, his preference for.external urethro- 
tomy in the treatment of .stricture, his employment of 
scissors in starting enucleation of the prostate. at 

The chapter on urethroscopy is far from convincing, 
and contains mostly secondhand information. At the end 
of it the author frankly states he does not think ‘much of 
vrethroscopy, and that little is gained by it. This may 
account for the fact that. the description of the lesions seen 
are wide of the mark. He states: “ y this means—that 
is, urethroscopy—polypi, erosions and granular patches 
can be seen and noted in the history card.” In this state- 
ment he mentions lesions which the expert urethroscopist 
seldom sees, and does not mention at all such things as 
soft stricture and folliculitis, which can be seen-every day 
of the week. We cannot help feeling that he would do 
well to acquaint himself with the advances made in recent 
years by the English urethroscopists, and he would not 
then be so disappointed with this method of examination. 
We recommend especially to his notice the Wyndham- 
Powell aéro-operating urethroscope, of which he has 
clearly not heard, and which yields results far in advance 
of the Luys and Valentine urethroscope. 

The illustrations are -many of them excellent and 
helpful, but a large number of them are superfluous and 
useless. What useful purpose can be served by photo- 
graphs of various operations in which none of the details 
can be seen, or outline drawings of naked men and women 
sitting in various positions, such as passing water, giving 
themselves rectal douches, and so on? 

Again, if pages are devoted to the details of certain 
operations, such as external urethrotomy and the opera- 
tion for epispadias, why are not all the operations worked 
out in the same detail? For instance, the important 
question of what to do with the ureters after cystectomy is 
not discussed at all, but a list a few lines in length is 
given just mentioning the different methods by name. 

We are sorry to criticize this book adversely, as the 
author clearly knows his work well as far as he himself 
practises it, but we cannot recommend his book as a really 
sound textbook on the subject. 





SURGERY IN THE FIELD. 
Von OrEtTINGEN’s guide to practical military surgery” is 
based on his experiences in the Russo-Japanese war, 
during which* he was employed as senior surgeon of the 
Livland Red Cross Hospital, and saw a great deal of 
surgical work, especially after the battle of Mukden. In 
his preface he says that the experience gained. in recent 
campaigns has made it possible to systematize the surgical 
work to be undertaken at the different posts in the caetionl 
echelon in the field, and has also shown the necessity of 
adopting a definite scheme of work. The organization of 
medical work in the field may be compared to a huge and 
complicated machine; if it is to work smoothly. and 
efficiently each individual who represents some small 
portion of the machine must conform to the general 
scheme of the work. . In peace medical men, even those 
who specialize as surgeons, are ‘never called on to treat 
numbers of urgent.surgical cases, as happens after a battle, 
and. certainly never under the conditions obtaining in the 





10 Téit/aden der’ praktischtn Kriegs-chirurgie. By Dr.- W: yon 
Oettingen. Dresden and Leipzig:-“ Theodor. Steinkopff.« 1912. 
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field. Although himself a surgeon, von Oettingen at first 

lost much valuable time through not knowing just how to 

go about the work. He has therefore written this little 

book to provide others, who may happen to find themselves 

similarly situated, with the guidance which he so sorely 
issed 


m ‘ 

The book is divided into two main parts; the first deals 
with injuries in war in general and their treatment; the 
second discusses the management of special wounds. 
The first two chapters describe the various missiles 
employed in war and the effects produced by them. The 
following chapters discuss wounds of various tissues and 
organs, and the treatment of haemorrhage and_ shock ; 
there. is a short section on the special injuries likely to 
occur on board ship from bursting shells. 

In the section on the aseptic healing of wounds, 
v. Oetiingen tells us that bullet wounds can only rarely 
be really aseptic, but that the number of germs introduced 
is small, and that the natural protective powers of the 
body are quite capable of dealing effectively with these if 
only the surgeon will aid Nature by refraining from 
meddlesome interference with the wound, by allcodiing 
rest to the injured- part, and by relieving the pressure on 
the tissues caused by neernnaens conn, Mild haemor-. 
rhage is stated to be distinctly beneficial, as it prevents 
the formation of a haematoma which seriously interferes 
with the healing process. Von Oettingen dislikes all 
antiseptics with the exception of collargol, which he uses 
for infected wounds. He is a firm believer in mastisol, a 
solution of mastiche in benzine; a similar solution was 
employed by him in his field hospital when dressing the 
wounded from the battle of Mukden; the results were 
astonishingly good; other favourable reports have since 
been published bya number of observers. The advantages 
of mastisol, which is painted on the skin round the wound, 
are that it kills many of-the germs and fixes the remainder, 
rendéring them incapable of growing or aroeens the 
wound; no preliminary washing is required and the 
dressing is held in position without the aid of any bandage, 
thus affecting a great economy in dressings and time 
when a large nuinber of wounded have to be attended as 
quickly as possible. If von Oettingen’s claims for 
mastisol are confirmed by further experience, -field 
surgery will be enormously simplified in the future. 
Mastisol can also be used for sterilizing the hands and skin 
before operating ; it is now being tried in several of the 
German military hospitals. The improvised stretcher, 
illustrated on page 166, should be useful for expanding the 
accommodation of clearing hospitals. The remarks on 
evacuation, pp. 177 to 181, contain much sound advice for 
the surgeon who has to decide quickly how to dispose 
of a wounded man. In discussing the treatment of 
each of the special wounds, Von Oettingen describes what 
should or should not be undertaken at. the advanced 
dressing station, at the main dressing station and the field 
or stationary hospital. A similar scheme of surgical work 
in the field has now been introduced into the Austrian 
army medical regulations. 

The book does not claim to be an exhaustive treatise on © 
military surgery, but merely a practical guide for the 
inexperienced. At the same time it is very thorough, and 
is the result of actual experience in the field, where the 
conditions are very different to those found in a civil 
hospital in peace, and where the surgeon must be content 
to do the best he can in the circumstances. The book can 
be confidently recommended to all medical men interested 
in or belonging to any military organization. 





INHERITANCE AND RACE HYGIENE. 
THE doctrines of propagation, inheritance, and race 
hygiene form a highly. interesting and important. basis 
for the study of those life phenomena which are usually 
dealt with in philosophy.. A tabular exposition of ‘these 
doctrines formed the special section of this subject in the 
International. Hygiene Exhibition at Dresden, and. the 
catalogue," which has been most ably and carefully 
prepared by Professor Max von Gruber and Dr. E. 


Ul Fortpflanzung, Vererbung, Rassenhygiene, Katalog der Gruppe 
Rassenhygiene der Internationalen.. Hygiene-Ausstelning, 1911,. in 
Dresden. » Edited by Proféssor Dr: Max yon Gruber ahd Privatdozent 
Dr. Erast Rtidin.’ Descriptive text With illustrations “by Professe1 
M. Bn Gruber and bibliography by Dr: Rudolf Allers.- 1911. - 
Miinchen : J, F, Lehmann’s Varlag. (8yo, pp. 178; illustrations 230.) 
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Rtpin, may. be regarded as a permanent record of .the 
position of knowledge in 1911. The book is well illus- 
trated, so that it serves as a useful guide in the three sub- 
jects, while a full -bibliography by Dr. Rupotr ALLERs 
greatly increases its value. The work is divided into 
chapters, and each chapter is written around some of the 
more: typical tables, in order that the story which the 
authors have to tell may be clearly laid before the reader. 
First comes propagation, next variability, then in order 
selection and mutation, the regularity of inheritance and 
Mendel’s laws, inheritance in the human subject, degenera- 
tion, race hygiene, and lastly neo-Malthusianism. Every 
student of eugenics and all interested in the subject of 
heredity will find in its pages a readable, suggestive, and 
welcome account of a very difficult problem. The book 
is much more than a catalogue, and will find a place in 
scientific literature quite apart from the exhibition for 
which it was written. 





HYGIENE FOR NURSES. 

Tue art of nursing has made great strides since the young 
man at the Bull in Holborn was left to the tender mercies 
of Betsy Prig and Mrs. Gamp; the nurse of the present 
day is expected to know much more than even her pre- 
decessors of twenty years ago. She must no longer be 
satisfied with being able to take a temperature, count the 
pulse or respirations, put on a dressing or change a sheet 
deftly and correctly. She must, it appears, know something 
of physics, of chemistry, and of sanitation. In Dr. F. J. 
Sirn’s Domestic Hygiene ' the elements of these subjects 
are very clearly propounded in language which conveys in 
a lucid manner the meaning of the writer. The chapter 
on heat is most instructive; by practical illustrations the 
meaning of the terms “convection,” “conduction,” and 
“radiation” are related simply and thoroughly. Every 
nurse knows, or should know, that a bedroom requires to 
be well ventilated; but after reading the chapter on 
ventilation she will know better not only why fresh air 
should be admitted but how this should be done. There 
are few nurses who will not find their duties made more 
interesting and of greater service to their patients by 
a study of Dr. Smith's little book. 


But the prevention of disease may be said to enter into 
the daily life of a nurse as much as it does into that of the 
mnedical practitioner, and for those who desire to become 
acquainted with what may be termed ‘“ household sanita- 
tion,’ Dr. Mactgop has prepared his Hygiene for Nurses.” 
He deals in a readable manner with water supply, referring 
especially to the domestic supply, the best way to prevent 
its pollution, the forms of filters to be used and to be 
avoided, and he includes a well-written description of the 
hot-water system as it is to be found in modern houses. 
The sanitary appliances, of types both good and bad, are 
well illustrated by drawings, and their salient features 
accurately described, so that a careful study of this work 
should enable any one untrained in sanitary work to 
ascertain whether there is anything wrong with the 
sanitary fittings above ground. In an appendix useful 
information is given with regard to the law as to vaccina- 
tion, infectious diseases, the notification of births, as to 
the Children Act, the Midwives Act, and the care of 
school children. When dealing with infectious diseases 
it would have been well to have drawn attention to 
Section 126 of the Public Health Act, 1875, which refers 
to the exposure in public places and elsewhere of infected 
persons. 


NOTES ON BOOKS. 


THE gospel of Fresh Air has been preached far and wide, 
and, in theory, every one admits its value. In practice, 
however, the cult of the open window has not made very 
great strides, and the fear of ‘‘draughts’’ is as great as 
ever, except amongst those who have learnt by experience 
to ignore with impunity. To minimize draughts and yet 
to obtain a maximum amount of fresh airis a problem that 
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has puzzled many ingenious minds. We have before us 
a work from an expert American pen, in which every 
conceivable form of contrivance is described, and figured 


be means of photographs, by which fresh air may be used - 


to advantage. Whether it be by means of tents fitted to 
open windows, by roof bungalows, by iron-frame porches, 
balconies or loggias, or by specially constructed buildings, 
ingenuity is never at fault to provide the needed accommo- 
dation in the most practical form. It would be difficult 
indeed to find any conditions which are not provided for 
in this comprehensive work, and we can cordially commend 
it to every one who wishes to utilize his opportunities of 
obtaining fresh air at all times, whether in town or 
country. Primarily recommended for the treatment of 
pulmonary disease, this habit of inhaling fresh air by 
night as well as by day is eminently prophylactic, and 
every one may find in Dr. CARRINGTON’S work a descrip- 
tion of the best way in which he may cultivate it. 


. MARSHALL AND HuRsT’s Junior Course of Practical 
Zoology is so well known to all teachers and students of 
elementary zoology that any words of commendation 
seem to be superfluous. The book has now reached its 
seventh edition.’ It has been carefully revised by Pro- 
fessor F. W. GAMBLE, of the University of Birmingham. 
A new chapter on the embryology of the chick has been 
included, thus adding very materially to the usefulness of 
the work. There is one suggestion, however, we would 
like to offer, which might be considered in future editions ; 
it is that the frog might be included in the types dealt 
with. We are awarethat there is a separate small volume 
on the frog, written by the late Professor Marshall, but the 
anatomy of this animal is there dealt with at greater 
length than are the types in the volume under considera- 
tion. Students often rebel at having to purchase a separate 
book for one animal, and considering the fact that the frog 
is included in every elementary practical class, its in- 
clusion here would make this Junior Course very complete, 
the smaller volume on the frog would still be used by 
students desirous of obtaining a fuller knowledge. Asa 
practical guide this book is in every way good, reliable, 
and thoroughly useful. 


To those in search of a house or about to build one The 
Best Hundred Houses,* or a visit'to the exhibition of the 
completed ‘houses it illustrates at the Romford Garden 
City, Gidea Park, may be recommended. Houses costing 
£500 and cottages costing £375 are shown. Block plans of 
the floors of each house are - given, illustrating many 
varieties of internal planning, with a sketch of each house 
as it appears in its garden plot. There are many 
picturesque designs, and each is supplemented by the 
architect’s summary of the advantages of the plan and the 
materials used in putting it into effect. The book, which 
is sold for the benefit of the King’s College Hospital fund, 
is packed with illustrations of the Gidea Park of to-day, 
Old Romford, and the historic people who have moved in 
and around it, and is quite an entertaining and artistic 
shillingsworth. Over a score of well-known people indicate 
what they consider the. worst feature and the greatest 
improvement in modern houses. As Sir Frederick Treves 
in his communication says, ‘‘ Ugliness is not necessarily 
cheap, and some touch of beauty is not beyond the reach 
of the limited purse. . . . In the suburbs of every large 
town acre after acre of land is covered with houses whose 
only external feature is ugliness, houses as free from any 
trace of design as.a row of packing cases. . . . The work 
the exhibition has in hand affects very directly the health 
and comfort of the people, as well as their artis‘ic 
education, and, I may add, their self-respect.’’ 
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Prevention of Tuberculosis. New York: The National Associaticn 
for the Study and Prevention of Tuberculosis. 1912. (Post 8vo, rp. 
250; illustrations 150. 4s. 2d. or 1 dol.)- , 

15 4 Junior Course of Practical Zoology. By the late Professor 
A. Milnes Marshall, M.D., D.Sc., F.R.S., etc., and the late C. Herbert 
Hurst, Ph.D. Seventh edition. Revised by F. W. Gamble, D.Sc., 
F.R.S. London: Smith, Elder, and Co. 1912. (Crown 8vo, pp. 551; 
figs. 94. 10s. 6d.) 5; ; 

16The Best Hundred Houses. Published for the Exhibition Com- 
mittee. London: 33, Henrietta Street, W.C. (Small 8vo, pp. 149 ; 350 
sketches, photographic illustrations, and plans. 1s. net). 








IT is announced that Dr. Giuseppe Pelacci, the chief 
physician to the Pope, died recently. 

ACCORDING to an American Consular report, the number 
of cremations carried out in Germany last November was 
665 against 530, the total recorded at the corresponding 
period in the previous year. Of the persons whose hodics 
were cremated, 573. were Protestants. ae: 
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MEDICAL AND:;SURGICAL APPLIANCES. 


A Rapid Awis Finder for Testing Cylindrical 
} Lenses. 

Mr. WILLIAM H. SopDEAU, D.Sc. (Torpedofabrik, Fiume, 
Hungary), when recently in London, learnt from an oph- 
thalmic surgeon that there did not appear to be any really 
convenient instrument for determining the position of the 
‘axis of a cylindrical spectacle lens. Optical interference, 
he writes, affords a very ready method of effecting this. 
If a fiat piece of glass is brought in contact with the 
surface of a convex spherical lens, one sees the well- 
known interference phenomenon known as Newton’s 
rings. With a convex cylindrical lens the appearance is 
that of a series of bands parallel to the axis. of the 
cylinder on each side of the line of contact. In the case 
of a concave cylinder a similar series of bandsis produced 
by bringing it into contact with a convex cylinder of some- 
‘what higher degree of curvature, and turning the latter 
until the axis of the two cylinders coincide. An 
instrument based on these principles has been 
made by Mr. A. Hawes, of 79, Leadenhall Street, E.C., 
and 49,.New Cavendish Street, London, W. The 
instrument consists of a metal plate in which are 
two holes 2 in. in diameter, with angular -gradua- 
tions corresponding to those adopted in optical prescrip- 
tions. On one edge of the plate there isa ledge against 
which the spectacles to be tested:are pressed, and two 
springs are provided for holding the latter in position. For 
use with the instrument there are three plano-cylindrical 
test-lenses, + 2, + 4, and + 8 respectively, the diameters 
of which are a few thousandths of an inch less than those 
of the holes in the place. On the plane side of each lens 
there is a spot indicating the centre, two short lines mark- 
ing the axis of the cylinder, and a number indicating its 
strength in dioptres. It is important that the marks ‘on 
the lenses should not project above the surface, as other- 
wise optical contact will be prevented. For the same 
reason the lenses must be wiped before use. The glasses 
to be tested are carefully wiped, placed in the instrument 
with the cylindrical faces toward. the observer, and the 
frame pressed against the ledge. The whole is then held 
so as to reflect a fairly uniformly illuminated field, such as 
the sky or a sheet of ground glass or tissue paper placed in 
front of alamp. Inthe case of convex cylinders, place any 
one of the lenses in one of the holes in the plate; with its 
plane surface downwards. Gently press the lens with the 
tips of the thumbs or first fingers, and tilt until the line of 
contact passes through the centre mark. The angle of the 
axis is then read off. In the case of concave cylinders, 
select a + surface somewhat more highly curved than that 
of the — cylinder to be tested. Slowly rotate the test lens 
by means of the finger tips placed at right angles to its 
axis until the contact fringes appear, and then adjust care- 
fully until the central line of contact coincides with the 
axis marked on the test lens. A little care is required in 
order to avoid passing over the point at which the fringes 
appear in the case of a concave cylinder. The instrument 
gives a direct reading of the axis without the trouble of 
balancing the spherieal component, and will be found 
extremely rapid, even in the case of cylinders as low as 
0.25. It is perhaps scarcely necessary to mention that if 
the position of the spectacles is reversed the reading of the 
angle will also be reversed. 





MEDICAL AND DIETETIC PREPARATIONS. 


Laibose. 


A NEW dietetic preparation which has recently been - 


brought to our notice consists of a blend of dried milk with 
the carbohydrates and other constituents obtained by 
digestion of whole wheat. It is supplied by Messrs. Fair- 
child Brothers and Foster (64 and 65, Holborn Viaduct, 
London, E.C.) under the name Laibose. Our analysis of a 
sample submitted showed it to contain 19.5 per cent. of 
protein, 20.3 per cent. of fat, and 4.4 per cent. of mineral 
constituents ; the carbohydrates showed only a trace of 
starch. The relative proportions of protein, fat, and 
carbohydrate correspond very well with the requisite 
proportions in a complete diet for children. For cases 
where it is necessary to give food requiring very 
little digestion, Laibose presents a combination with 
little or no waste matter. It is intended to be used 


with no addition but that of water of suitable tempera- 
ture; when so prepared it makes a very agreeable 
beverage. 





OPENING CEREMONIES AT THE. 
MEDICAL SCHOOLS. 


In our issue for last week (page 889) an account was given 
of a number of di and other events connected with 
the opening of the winter session. References to some 


other occurrences of the same order here follow. Most 


of the medical schools in Scotland have also opened their 
doors this week, so work for the winter session has now 
commenced in practically all the medical schools and 
faculties throughout the British Isles. - 





ST. MARY’S HOSPITAL. 


Tue events marking the opening of the winter session at 
the school puma with St. Mary’s Hospital were a prize 
distribution, a presentation of a report on the events of the 
concluded year, and the opening of a new casualty depart- 
ment. The prizes were distributed by the Right Hon. the 
Lorp Mayor (Sir Thomas page He who on the conclusion of 
his task delivered a short address. When the report of 
the commission of inquiry into the affairs of the University 
of London was issued it would, he hoped, be found to con- 
tain a recommendation on the subject of the two Royal 
Colleges. Though the degrees of London University were 
admirable, colleges which had been at work ages before 
that institution came into existence should have the power 
to confer a higher title on those who passed their exami- 
nations than they possessed at the present time. The 
report on the school work was read by the dean of the 
school, Sir Jonn BroapsBent. The present time, he said, 
was one of much anxiety for those concerned with medical 
education. The work of providing it -was greater than 
ever, and the expenses attaching to it had enormously 
increased; but the fees paid by students remained 
practically the same as many years ago. It was a 
great mistake on the part of those responsible for the 
management of the different schools not to come to some 
agreement under which by raising the fees the schools 
could be made to pay. Nobody yet knew what the: effect 
of the National Insurance Act. on the schools might be, 
but the fear was entertained that the medical profession 
might be reduced to the level of a trade union. . If ever 
such a condition came about it, it would seriously interfere 
with scientific teaching and would lead to a falling-off in 
the number of suitable candidates for admission to the 
medical profession. The meeting conclttded with a vote 
of thanks to the Lord Mayor, moved by Dr. Sipney Panties, 
who was in the chair, seconded by Mr.E. Lang. The com- 
pany then adjourned to thenew casualty department, which 
Sir THomas Crospy duly declared open. In the evening past 
and present students had a pleasant reunion in the gallery 
of the Royal Institution of Water-Colour Painters. The 
guests included the Lord Mayor and Sheriffs and the 


| medical directors of the medical departments of the army 


and navy. Thechair was occupied by Dr. W. J. Gow, Senior 
Obstetric Surgeon to the hospital, who, in proposing success 
to the hospital and school, maintained that they were 
really celebrating the diamond jubilee of both. At an 

rate, the first report of the hospital was issued in 1852, 
and one of its objects was then stated to.be “the educa- 
tion of youth in medicine and surgery.” With the coming 
of the medical student there was introduced into the hos- 
pital a very intelligent and often candid critic. The 
student of to-day was far from being a simple-minded 
youth to play the part of admiring audience. -But it was 
a case of action and reaction, and if the student re- 
ceived from the hospital, he also gave to it some- 
thing in the nature of a tonic, which was lacking 
in those institutions from which this candid critic 
was absent. Whether the practice of medicine as a 
means of earning a livelihood offered any unusual attrac- 
tions he was not sure, but the years of the medical 
student were undoubtedly a happy time. Unfortunately 
at present there was some falling off in entries, but the 
numbers embarking upon the medical profession had 
always appeared to be curiously subject to cycles of 
increase and decrease. Responses were forthcoming from 
Mr. W. Avusren LeicH, chairman of the Hospital Board, 
who said that although this year had been unfortunate 
financially, there was hope of material recuperation in the 
next; and from Sir Jonn BRoapBENT, dean of the Medical 
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School, who confined himself to discussing the possibility 
of changes in the medical training available in London as 
a resuit of the Royal Commission on University Education. 
He cwned himself jealous of:maintaining the present 
system by which the student was wholly attached to the 
single medical school. Dr. Sipney Pariuips, the senior 
physician, proposed “The Visitors,” - to which the Lorp 
Mayor, who was received with musical honours, responded ; 
a similar compliment was paid to the Chairman whose 
toast was in the hands of Mr. J. Ernest LANgE, and also 
to Mr. Warren Low, the dinner secretary. Dr. Gow, in 
‘a witty reply, remarked that medical men were good 
«liners-out. ‘To be a good ‘diner-out it was necessary 
to be injudicious, almost‘ reckless, and for that reason 
there was+a romantic daring in the case of the ‘medical 
diner-out which did not exist in the case of the ininstructed 
Jayman who knew nothing of. dietetics. Some reference 
had been made to his own branch of surgery, and Dr. Gow 
remarked, amid laughter, that he was inspired to take up 
‘his speciality on seeing the statue of Henry VIII at the 
hospital. The position of accoucheur to such an estab- 
lishment like his conveyed such dazzling possibilities. 





THE LONDON HOSPITAL. 


Tne first day of the new winter: session at the medical 
school of the London Hospital was very pleasantly spent. 
In the afternoon the Dean and the staff held in the college 
library an informal reception of old students and others, 
and this continued until the hour came for the delivery of 
the Schorstein lecture. The latter dealt with some cardiac 
problems and was lightened by a wealth of illustrations. 
it was delivered by Dr. T. Wardrop Griffith, Professor of 
Medicine at the University of Leeds, and a full report 
of it appears elsewhere in this issue. In the;sevening 
London men, past and present, to the number of about 120, 
reassembled at the Savoy Hotel, with Mr. JonaTHan 
Horcurnson in the chair, those present including Sir 
Frederic Eve, Mr. Hurry Fenwick, Mr. Openshaw, Dr. 
Hadley, together with the honorary secretaries of the 
dinner, Dr. Lewis Smith and Mr. Frank Kidd. The 


arrangements made by .them successfully aimed once ' 


more at that absence. of formality in «these .gatherings 


which -has been their note ‘of ‘late years and “is much ' 


appreciated. In accordance with that idea-the’ toast -list 


was confined to three items—the King, the London Hos- : 
The two ° 


pital and its medical college, and‘ Our Guests.” t 
former were proposed from the chair, the account which 


Mr. JonatHan Hurcntnson was able to give of the school . 
and its prospects. fully. mecting. the aspirations of-those ; 
present. - Its repute was amply:evidenced by.the. number: 


of students who had entered their names this year for the 
fall eurriculum, and the same circumstance augured well 
for its continued prosperity ; while so far the past twelve 
months the school, both in academic and athletic com- 
petitions, had done excellently. Apart from distinctions 
won by students three of the teaching staff had become 
professors of: London University, namely, Drs. Wright, 
Leonard Hill, and Bullock, while in interhospital competi- 
tions, the athletic shicld, the rowing cup, and several 
other trophies had all been borne off by the London. In 
short, in all departments of*the work of the school and 
hospital there was evidence of progress and active develop- 
ment. The remaining toast—that to the guests—was 
proposed by Mr. Hurry Fenwick, and coupled by him with 
the name of Professor Wardrop Griffith. 





WESTMINSTER HOSPITAL. 


Tim only ceremony which served to mark the opening of 
the winter session at the Westminster Hospital medical 
School was the annual dinner of the students’ club, this 
taking place at the Waldorf Hotel on October 3rd. The 
chairman was Mr. W. G. SPENCER, who, in proposing the 
toast to the hospital and its school, reviewed the events of 
the past year. In some respects it had not been a happy 
period, for it witnessed too many undesired changes in the 
membership alike of the house committee and of the staff 
of the hospital and its school. They were all the more to 
be regretted because two of them were duc to death. For 
many years Sir William Allchin had been regarded as the 
doyen of the professional staff of the hospital, and all must 
miss his familiar face. Im addition to his work at the 
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hospital. he -had been the representative cf the Royal 
College of Physicians on the Senate of the University of 
London, and held the post of Physician-Extraordinary to 
His Majesty... He admirably represented, in short, a 
physician of the nineteenth century at his highest point 
of development. During the last years of his life he haa 
been engaged in endeavouring to disentangle for the tenctfit 
of the commission of inquiry into the affairs of the 
University of London a certain degree of confusion which 
had arisen in respect of the. early history of that institu- 
tion. Another death which the hospital had to mourn 
-was that of Dr. William Murrell, only a short time after 
he had attained the position of its senior physician. 
Nevertheless the work of the joint institutions went 
“steadily on, and judging from the applications received for 
vacant post there must, he thought, be something in them 
to attract men of professional distinction. 'The school for 
nurses carried on in connexion with the hospital coné 
tinued to do excellent work, the assistance which its 
pupils afforded to the staff enabling the latter to carry out 
different modes of treatment most cfliciently. In regard to 
the hospital itself its future was somewhat uncertain: it had 
occupied its present site only since 1830, but had developed 
from an earlier medical charity in the same neighbourhocd 
some 200 years previously, and among institutions mainly 
dependent on annual receipts from subscriptions and 
legacies ranked, he believed, as the oldest of all. Unfor- 
tunately its regular subscription list was not larg>, while 
increase in the death duties seemed to be operating in the 
way of: gradually cutting off legacics. Meanwhile its 
expenditure was growing, if not very greatly, from quitd 
unavoidable causes, among which he would not place an 
increase in the rates levied upon the institution despite tha 
nature of its work. This was the present position, 
while as. for the future, they would be faced before 
long by the necessity of settling where the institution 
should continue to carry on its work. ~ Rebuilding 
was essential, and the House Committee would have to 
elect between rebuilding on the present site or moving 
elsewhere at the risk of the institution losing its name and 
its associations. The toast was acknowledged by Mr. G/ 
-JHAKE,-a member of the House Committee, who indicated 
that the House Committee lived in the hopes of something 


favourable ‘to the institution turning up, and meantime 


did its best to maintain its income at the necessary level. 
He regretted that, after-thirty-seven years’ connexion with 


the institution, Dr. de Havilland Hall had had to retire 


from the active «staff under tlie age rule.. A reply was 
‘also forthcoming from Dr. Gossage, who dwelt on the 
necessity of higher-education and research being endowed 
either by the State or by private individuals. ‘The toast 
to past and present students was proposed by Dr. CanmaLr 
Jones, who remarked that though Dr. de Havilland Ha?l 
had not himself been a Westminster student, more West- 
minster men had probably passed through his hands than 
through those of any one else present. It had been rare 
for Westminster students to rise to the position of members 
of the senior staff, and Dr. Gossage’s recent promotion 
thereto constituted a record up to date. A proposal had 
been made that a post-graduate course for the benefit of 
Westminster men only should be held next year, and 
effect would be given to it if it were found that old students 
would be disposed to take advantage of the opportunity 
offered them of taking up work in the old school once 
more. The toast having been acknowledged by Mr. 
MacLeop YEARSLEY on behalf of the old students, and by 
Mr. Espen for. those still on the roll of the school, the 
formal proceedings ended with a toast to the Chairman, 
which was proposed by Mr. Arraur Evans, and suitably 
acknowledged. 





CHARING CROSS HOSPITAL. 


Tue October lst proceedings at the medical school carried 
on in connexion with Charing Cross Hospital took the 
form of a prize distribution, preceded by a review of the 
events of the past year, provided by the dean of the 
school, Dr. Wittiam-Hunrer. The policy initiated last 
year of the students of the school doing their preliminary 
work at ‘King’s College had, he said, proved most 
successful. Charing Cross men had been stimulated by 
being brought into competition with students of other 
schools, and had managed to carry off the gold medal in 
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medicine of the University of London, as also the 
Murchison scholarship and that open to science students at 
King’s College. A further outcome of that policy was that 
King’s College had arranged to transfer its public health 
and bacteriological work to the buildings of the school at 
Charing Cross, where admirable laboratories were avail- 
able. Apart from their specific advantages to individual 
students, such combinations of effort were practically 
sssential at the present time when the task of providing 
2fficient medical education was growing more and more 
lifficult; even its cost had nearly trebled during the 
last decade. These facts were of general public interest, 
for, despite the growth of provincial universities, London 
was still responsible for the training of between 70 
and 75 per cent. of all entrants to the medical pro- 
fession in the British Isles. The prizes were presented by 
Lady Mary Glyn, the Bishop or PerERBoRoUGH subsequently 
delivering a short address. Speaking of the Students’ 
Club Union, he said he was glad to see that one of the 
affiliated bodies was a shooting club. The national 
prosperity, and possibly even the national existence, 
depended on the scheme of universal military service 
which Lord Roberts had brought forward. For some part 
of his early manhcod, and subsequently for some days 
each year, every man should be submitted to military 
discipline and be taught to handle the weapons of a 
defensive warfare and to acquire a conception of national 
duty. A strong feeling of esprit de corps was needed in all 
branches of life. In the development of modern civiliza- 
tion and national existence members of the medical 
profession played an important part. Occasionally a black 
spot, such as the National Insurance Act, came into their 
lives, but it had been shown that something must be done 
to amend that Act, and promises, he understood, had been 
given for a certain amount ‘of amendment. If such 
amendments were carefully thought out and covered the 
whole ground, the Act, perhaps, would prove of real and 
lasting benefit. The proceedings concluded with a vote of 
thanks to the Bishop of Peterborough and also to Lady 
Mary Glyn. It was proposed by Mr. Ropin Durr, the 
Chairman of the hospital, who, in the course of his 
remarks, said that so far as the present prosperity of the 
school was concerned, it was to Dr. Hunter that all 
thanks were duc. Through his initiative, energy, and 
pluck, the school had arisen like a phoenix from its ashes, 
and undoubtedly now had a great future before it. ‘Tea 
and coffee were served on the conclusion of the formal 
proceedings, and many visitors explored the laboratories, 
museum, library, and other parts of the school. 





THE SCHOOL OF PHARMACY. 


THE seventy-first session of the School of Pharmacy, con- 
ducted by the Pharmaceutical Society of Great Britain, 
was formally opened on October 2nd, the proceedings in- 
cluding the presentation of the Pereira medal—the blue 
ribbon among all pharmaceutical students—by the Prest- 
DENT, and the delivery of an address by Mr. J. Rymer 
Youne, J.P., a past president of the society and a brother, 
we believe, of the late Professor A. H. Young of the 
Victoria University. The winner of the medal was Mr. 
A. H. Stroud. In his address Mr. Rymer Young discussed 
the aims of education, saying that of late years there had 
been a tendency to argue that the curriculum imposed by 
the Pharmaceutical Society. was too exacting. Really, 
however, the complaints amounted to nothing more ihan 
an unreflecting protest against the inexorable fact that 
thexe wes no short cut to remunerative excellence in any 
calling. Asa matter of fact, if- the protestors only knew 
it, there was no better way of ensuring in a man a capacity 
for commanding commercial success than that of providing 
him with a rational education. This in the society's view 
meant the development and cultivation of his mental and 
moral faculties, and the guiding of his existing powers to 
their highest form of expression. It did not mean the 
grafting of dead facts upon the tree of life, and the 
substitution of conventiowal formulas for the natural 
exercise of the thinking faculties. Thinking was not 
an. exact science, and ought not to be treated as 
such; :its domain commenced where science or exact 
knowledge ended. A student should regard the courses of 
study to, which he was submitted simply as the alphabet 





express his personality in the calling he had chosen. If a 
student were so trained that his personality remained 
mute under a burden of partially digested data, he would, 
and could, be no more than a servant of his memory, how- 
ever brilliant his examination record might be. Hence 
every student should endeavour to be master of his know- 
ledge rather than allow the facts taught him to enslave 
his intellectual outlook. In that case he would find that 
education was not an expensive, useless vanity, but the 
best commercial asset a business man could possess. Men 
thus trained would employ wisely whatever faculties they 
originally possessed, and be less disposed than others to 
drift into a habit which now characterized many classes, 
and possibly even the nation as a whole—namely, that of 
expecting too much from others instead of trusting to 
one’s own efforts. But there was one thing which educa- 
tion in itself could not supply—namely, those finer shades 
of courtesy and civil beariNg known under the name of 
“breeding.” Though the old saying, ‘Manners makeyth 
the man,” certainly was not true, a courteous and sincere 
habit in one’s relations with others was a very powerful 
adjunct to the weapons with which a man had to fight 
the difficulties of professional or commercial life. Breed- 
ing, however, was a contagious virtue, so it was very 
desirable to. choose for colleagues in school or private 
life men who carried the - bright, outward signs of 
inherent good breeding and good manners. Pharmacists 
need not look for gratitude in respect of the public services 
rendered by them, nor, indeed, for any recognition thereof, 
for they would not get it. Three score years of persistent 
endeavour to fit themselves for the position of trustees of 
the public safety had left pharmacists indistinguishable for 
all practical purposes from the swarm of unqualitied adven- 
turers within their domain. Even the brand new, up-to- 
date State system of insurance, admirable as it might be 
in principle, placed on a level a man like the President of 
the Pharmaceutical Society and one who had for three 
years juggled with a few stock mixtures in a rural surgery. 
Mr. Young had also something to,say on the value of the 
habit of clear thinking, speaking, and writing. Nothing 
was more likely to return a heavy dividend on the small 
outlay involved in its cultivation. Half the troubles of the 
business world would not occur if every one spoke with 
knowlecge and directness, and wrote his letters so that 
the recipient could decipher and understand them readily, 
The thinking powers of those before him should enable 
them to detect not only the subtle differences between 
COOH and CHO,, but also corresponding differences in 
political and extra-pharmaceutical matters. If that were 
the case no future president would have to face the 
difficulties with which the speaker had to wrestle in 1908, 
when registered pharmacists appeared incapable of 
grasping the radical difference between cquitable com- 
promise and disgraceful betrayal. 





OTHER SCHOOLS, 


At the medical school carried on in connexion with 
University College Hospital, work for the winter session 
began on October 1st without formal ceremony. There was, 
however, an assembly round the dining table of past and 
present students on October 2nd, the meeting place being 
the Café Royal and the attendance being large. Sir RickMAN 
GopLrE, President of the Royal College of Surgeons, was 
in the chair, and in proposing the toast of the evening, 
touched on a variety of subjects, including the present 
condition of the University of London, a single-portal 
entry to the medical profession, and the effect of the 
National Insurance Act on the progress of medicine. The 
toast was acknowledged by the dean of the school, Dr. 
GerorGe Buacker, in a speech full of wit and literary 
allusions. The health of the Chairman was proposed by. 
Sir Tuomas Bartow, President of the Royal College of, 
Physicians, and consulting physician to. the hospital. At. 
Guy’s, also, there was. nothing in the way of a formal. 
opening ceremony, but the dinner and conversazione. 
customarily organized .by the Pupils’ Physical Society 
were duly held on October 5th. Last year they were 
omitted as a mark of respect tu the late Dr. Pavy. The 
guests were received by Sir James Goodhart, the honorary, 
president of the society, and the proceedings included an 
exhibition of medical books and instruments, and an 


of thoughtyand as intended to enable him in duc time ta | exploration, so far as circumstances permitted, of the new. 
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pathological laboratory which is to be opened within the’ 


next few weeks. The old students of St. George’s Hospital 
also met at dinner on the day of the opening term, Dr. F. C. 
PENROSE being in the chair. In the afternoon there was 
a prize distribution and an address by Mr. Haroxp 
GRIMSDALE on the present duty of the medical citizen. 
Some account of it appeared in last week’s issue. 








THE COMPOSITION OF CERTAIN 
SECRET REMEDIES.* 


THE “NORMYL” CURE FOR ALCOHOL AND 
DRUG ADDICTIONS. 

- Seconp Report. 
In the issue of the Journat for April 27th, 1912 (also More 
Secret Remedies, p. 140) a report was given on the analysis 
of the contents of a package of the ‘‘Normyl” Cure, con- 
stituting the “Second Treatment,” to be taken on the 
thirteenth to twenty-fourth days of the cure. We have 
since had submitted to us packages of both “ First Treat- 
ment” and “Second Treatment,” and they have been 
examined with the following results: 

Each box bore a 3s. proprietary-medicine stamp, this 
being the amount of duty payable on an article priced 
(without the duty) at 30s. Each contained twelve bottles 
of liquid, and over the cork of each bottle tinfoil was fixed, 
bearing printed on it the words “1st day,” “2nd day,” 
cte., up to “ 24th day”; the tinfoil was unbroken in every 
case, showing that the bottles had not been opened before 
they reached us. The bottles were apparently all the 
same size, and were all filled to about the same height, 
a little below the shoulder; but owing to differences in the 
thickness of the glass the actual contents varied greatly, 
ranging from 77 to 135 minims. This was apparently mere 
chance variation due to filling all the bottles to the same 
height, as it showed no regularity at all; thus the first 
bottle contained 118 minims, the twenty-second 135 minims, 
the twenty-third 77 minims, and the last 85 minims, while 
intermediate variations were equally erratic. 

The contents of all the bottles consisted of a clear, 
reldish liquid of somewhat aromatic odour; the only 
difference in appearance was between .the liquid in the 
first four bottles and that in the others, the medicine for 
the first four days being slightly darker in colour. The 
whole was therefore divided into three“ parts, consisting 
of— 


(a) vires tome anys’ medicine) « First treatment.” 
} ” ” 


(c) 13th to 24th ,, ss, ‘“‘ Second treatment.” 


The results of analysis, however, showed no difference 

of importance between the three, and it is probable that 

the slight difference in depth of colour may have been due 

to some of the bottles having been filled with one batch or 

making of the mixture and the remainder from another. 
The constituents found were: 


66 q.?? 33 bd.” cc ce.” 

Alcohol ... .. 786 78.2 178.4 % by volume 
Alkaloid -... ... 0.076 0.068 0.062 % (weight in volume) 
A soft resin... vc. ee 1.58 1.48 % +9 os 
A non-alkaloidal 

bitter principle... trace trace trace 
Ash ... eee eee 0.1 0.15 0.16 % ” ” 
Extractive, includ- 

ing. colouring 

matter ... toe, EE ETE ERTS (SG ” ” 


These figures being substantially the same as those 
previously reported for the “ Second Treatment.” — 

The alkaloid consisted of strychnine and brucine, and 
was evidently therefore derived from a preparation of 
nux vomica. The resin did not possess any characters by 
which the small quantity available could be identified. 
The ash had the usual composition for the ash of vegetable 
preparations. A good deal of trouble was taken in trying 
to prove whether the non-alkaloidal bitter principle was 
picrotoxin or not, as this substance was suspected from 





* Previous articles of this series were published in the following 
issues of the BritisH MEDICAL JoURNAL: 1904, vol. ii, p. 1585; 1906, 
vol. ii, pp. 27, 1645; 1907, vol. i, p. 213; vol. ii, pp. 24, 160, 209, 393, 530, 
1653; 1908, vol.i, pp. 833, 942, 1373; vol. ii, pp. 86, 505, 1022, 1110, 1193, 
1285, 1566, 1697, 1875; 1909, vol. i, pp. 31, 909, 1128; vol. ii, p. 1419; 1910, 
vol. i, pp. 151, 213, 393, 1095, 1063, 1120; vol. ii, pp. 982, 1350, 1928; 1911, 
vol. i, pp. 26, 91, 823, 1324; vol. ii, pp. 32, 77. 456, 767, 854, 1543; 1912, 
vol. i, pp. 26, 141, 318, 438, 685, 791, 846, 


the results of the previous analysis; but in view of the 
facts that picrotoxin, unlike strychnine and many other 


principles, does not show any reactions sufficiently dis-” 
tinctive to identify a very small quantity of it when‘ 


impure, and that the amount of the bitter priiciple under 


examination was minute, it was not found possible to’ 


characterize it with certainty. There are several bitter 
drugs from which it might have been derived. : 


The original mixture, when warmed with hydrachloric: 


acid, gave a strong blackish-violet colour; numerous tests 


of various drugs and mixtures of drugs failed to yield a- 


similar colour, and it was not found possible to prove 
what this behaviour is due to. P : e 








EPSOM COLLEGE. 
Tue many friends of Epsom College who were disap- 


pointed in July last at the necessity for postponing: 


Founder’s Day must have felt gratified at the success 


which attended the festivities on Saturday, October 5th.’ 


The weather was as fine as could be desired, and as the 
visitors numbered close upon four hundred, the welcome 
given to the Lord Mayor, the Lady Mayoress, and the 
sheriffs was most enthusiastic. The proceedings com- 
menced at half-past one with a luncheon in the gym- 
nasium, Which is one of numerous recent additions to the 
college premises, the total cost of these improvements 
being over £20,000. In proposing the toast of “ The King, 
Patron of the College,” the Cuarrman (Sir William Church) 
reminded the guests of the visit which His Majesty paid 
to the college when Prince of Wales, a few years ago, in 
order that he might become personally acquainted with 
the school. In proposing the toast, “ The Lord Mayor and 
the Sheriffs,” the Heap Master referred to the pleasure 
which it gave to the council and staff to welcome their 
distinguished visitors, and expressed the regret of all 
present that Sir Henry Morris, wlio was to have presided, 
had been unavoidably prevented from attending. In 
responding to the toast the Lorp Mayor observed that he 
recollected quite well the foundation of the college by the 
late Mr. John Propert, and that he had watched with 
great pleasure the growth of the college, as well as of the 
foundation attached to it for distressed members of the 
medical profession, their widows and orphaus. 

The prize distribution took place in the big schoolroom, 
the chief prizes being given away by the Lord Mayor. On 
the platform were the Lord Mayor and the sheriffs, 
accompanied by the sword and mace bearers, the Rev. 
T. N. H. Smith-Pearse (head master), Sir William Church 
(chairman of the council) Sir Trevor Lawrence, Sir Alan 
Reeve Manby, Sir Malcolm Morris, Sir Shirley Murphy, 
Mr. Stanley Boyd, Dr. Charles Caldecott, Mr. Andrew 
Clark, Dr. William Collier, Dr. Clement Godson, Dr. F: de 
Havilland Hall, Dr. Frederick Needham, Mr. Bilton 
Pollard, Dr. Guthrie Rankin, Dr. Frederick Taylor, Dr. 
J. Roberts Thomson, Dr. Nestor Tirard, and other 
supporters, of the college. After the Heap Master had 
reviewed the work of the school, and given details as to 
the honours secured during the past year, he observed that 
it was customary to find fault with public schools. In 
regard to this, he reminded those present that well- 
educated Englishmen filled positions of trust in all parts 
of our colonies and dependencies, and so long as public 
schools could turn out such men there would not be very 
much to complain of. In reference to the charge made 
against public schoo!s that they could not teach hand- 
writing, he emphasized the fact that boys should be 
taught this carefully when they were young, then when 
they entered a-public school nothing taught there would 
spoil their handwriting. After presenting the chief 
prizes, the Lorp Mayor addressed the boys on the value of 
school life, reminding them that much of their: success in 
after-life would depend upon the way in which they spent 
their time at the college, and used the golden opportunities 
that would be offered to them there. 

The visitors subsequently went to the two dining halls 
for tea, after which they took great interest in inspecting 
the numerous additions to the college buildings, including 
extensive alterations in Forest House, the enlargement 
of the box-room accommodation, and the masters’ new 
common-rooms, which have been carried out during the 





summer vacation. 
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ROYAL MUMMIES. 


Durine the time when Professor Elliot Smith. occupied 
the Chair of Anatomy in the Medical School of Cairo, and 
did so much to increase our knowledge of the ancient 
Egyptians and of the art of embalming, he was asked by 
Sir Gaston Maspero, the Director of the Department of 
Antiquities, to prepare a catalogue of fifty specimens in 
that rich treasure-house of ancient Egypt—the Museum of 
Cairo. It may be said with certainty that never before 
was any anatomist called on to examine and describe such 
a series of specimens as fell to the lot of Professor Elliot 
Smith, for the series comprised all that is left. of the great 
Pharaohs of ancient Egypt, their queens, and some 
members of their royal households. ; 

The catalogue! thus prepared has just appeared ; it is 

entitled The Royal Mummies. It is regal in every respect 
—its illustration, its ample page, and, above all, in ‘its 
workmanship. Specimen No. 61051, with. which the 
catalogue opens, is the mummy of King Saqnounri, the 
last king of the seventeenth dynasty (about 2000 B.c.), 
whose battered skull and wounded body, showing signs of 
having been hastily embalmed, bear witness‘ to. sudden 
death by murder. We encounter the mummy . of 
Menephtah, the Pharaoh of the Exodus, beyond the 
middle of the series as No. 61079; his father, Rameses II, 
figures here as No. 61078; his grandfather, the great 
Seti I, as No. 61077; his son Siphtah, with congenital 
talipes of the left foot, is No. 61080; his grandson, Seti II, 
is numbered 61081. The series ends with Nos. 61099, 
61100, two mummies from the tomb of Thoutmosis III. 
The manner in which embalming had been carried out 
showed that these two specimens belonged to a late 
dynastic or early Ptolemaic period. 
-In his preface Professor Elliot Smith anticipates the 
criticism which will naturally arise in the minds of some— 
that it is searcely respectful to the memories of the potent 
rulers of ancient Egypt to catalogue all that now remains 
of them as museum exhibits. He asks those who are 
inclined to raise this criticism to remember that Sir 
Gaston Maspero has rescued the mummies from a worse 
fate ; grave robbers, in s2arch of plunder, brought them to 
light; nothing would have been left of them if the 
scientist had not stepped in. Each Pharaoh can still tell 
something of. his history; each royal mummy is, if rightly 
regarded, a “historical document.” It was during the 
examination of the royal series, extending from the seven- 
teenth to the twenty-first dynasty, that Professor Elliot 
Smith first recognized the evolutionary changes which 
affect the methods of embalming practiscd in ancient Egypt. 
He perceived then that it is possible to recognize the 
dynasty to which a mummy belongs by the technique 
employed by the embalmer. In many cases he was able 
to set the historian right—the sex or age in some cases 
proved incompatible with the identification originally 
made. The question of age raised many points concerning 
the dates at which epiphyseal lines are finally closed. The 
degree to which the teeth were worn proved an uncertain 
indication of age; Rameses If was an old mau, but his 
teeth were little worn. Dental caries -and abscesses 
were common in the royal household. The jaws of 
Amenothes III were riddled with alveolar abscesses. 
There were feminine weaknesses, too, in the royal house- 
holds ; the old bald ladies had the biggest wigs. 

It is wonderful, after the lapse of more than twenty-five 
centuries, that we should now obtain the material to form 
fairly accurate pictures of the appearances of the 
Pharaohs. In this catalogue we read that Menephtah, 
the Pharaoh of the Exodus, was 
a somewhat corpulent old man; the hands were placed in the 
position of grasping sceptres.. Menephtah was almost com- 
pletely bald, only a narrow fringe of white hair (now cut so 
close as to be seen only with difficulty) remaining on the temple 
and occiput. A few short black hairs were found on the upper 
lip, and scattered, closely-clipped hairs on the cheeks and 
chin. The process of embalming had been eminently success- 
ful, the body being well preserved, without much distortion. 
The aorta was in an extreme stage of calcareous degeneration, 
large bone-like patches standing out prominently from the 
walls of the vessels.2 The a had been packed with that 
white cheesy material, such as I found in many mummies of 

1The Royal Mummies, By G. me Smith. BS: van glegne 

é ‘ ' : i u Musée du Caire. os. — 
See Dein, aniieeiee do 2 Ravpie.- Le Caire. 1912. Price 


£300T.. (£3.3s.) Pp, 118, plates 103. ince 
2 And the Lord harflened Pharaoh’s heart! ~ 











the priests of Amen of the twenty-first dynasty. A very curious 
feature is the complete absence of the scrotum... .-the distal 
portion of the penis is broken off and is missing. 'The mummy has 
suffered considerably at the hands of the plunderers . . . almost 
the whole of the anterior abdominal wall has been chipped 
away. - f ef d 

The general aspect of the face recalls that of Rameses II (his 
father), but.the form of the cranium and the measurements of 
the face more nearly agree with those of his grandfather, Seti 
the Great. Seti I, and Rameses II exhibit in their cranial and 
facial features many alien traits, curiously blended with 
Egyptian characters; but in Menephtah the foreign element in 
his composition is more obtrusively shown than it is in. either 
his father or his grandfather. He has the prominent high- 
bridged nose of his father, but a shorter and much broader 
cranium than either of his predecessors. In height Menephtah 
is intermediate between his father and grandfather: His 
stature is 1,714mm. (5ft. 7.4in.); his father, Rameses II, 
1,733 mm. (5 ft. 8.2 in.); grandfather, Seti I, 1,665 mm. 
(5 ft, 5.5in.); his son, Siphtah, 1,638 mm. (5 ft. 4.5in.); his 
grandson, Seti II, 1,640 mm. (5 ft. 4.6 in.). 

This extract from the royal catalogue will show that 
Professor Elliot Smith has availed himself of a unique 
opportunity of studying the anthropological history of the 
royal dynasties. It was a matter of great good fortune 
that the cataloguing of the royal mummies fell into the 
hands of one. who recognized the scientific value of his 
opportunities and availed himself of them to the fullest 
extent possible. It is most improbable that any 
anatomist will again have occasion to attempt a similar 
task. 








ALCOHOLISM AND TUBERCULOSIS. 


THE quarterly meeting of the Society for the Study of 
Inebriety was held at the rooms of the Medical Society 
of London on October 8th, the PrestpENnt (Mrs. Scharlieb 
M.D.) in the chair. 

Dr. Hersert RuHopeEs, in opening a discussion on 
alcoholism and tuberculosis, said that it was to be 
regretted that, in spite of the many utterances on the 
subject, so little real scientific work had been done and 
that so few reliable statistics were available. Did 
alcoholism precede or follow tuberculosis? Was tuber- 
culosis due to lowered resistance induced by alcohol or 
t» the carelessness of the alcoholic subject in exposing 
himself to cold, damp, and other depressing influences ? 
Did alcohol act only in a secondary way, or was alcohol 
the direct cause of the invasion of the tubercle bacillus? 
Whilst alcohol was a great cause of poverty and overcrowd- 
ing, those dependent on the alcoholic were more liable to 
suffer from tuberculosis than the alcoholic himself. A 
drinker with an open tuberculous lesion was careless and 
uncleanly, and all in his miserable home were exposed to 
repeated doses of the bacillus. Poverty and overcrowding 
favoured tuberculosis. Dr. Henschen’s Stockholm figures 
showed among the rich a mortality of 5.6 per 10,000, 
among the poor a rate nine times as high. In Paris, 
where the inmates per house averaged 35, the tuberculosis 
mortality was 43 per 10,000; in London, with an average 
of 8 in cach house, the rate was 17 per 10,000. The 
decreased consumption of alcohol in London and New . 
York between 1884 and 1901 had coincided with a 
reduction of the tuberculosis mortality in London from 
3.12 to 234 per cent. and in New York from 
4.45 to 2.49 per cent. In Paris an increase of the tuber- 
culosis death-rate from 5.19 to 5.46 had corresponded with 
an increase of 11 per cent. in the consumption of alcohol. 
Pegurier, after an inquiry into ‘the ancestry of ‘350 
phthisical patients at the antituberculosis dispensary at 
Nice, ‘concluded that alcoholism in the forefathers was a 
more potent factor in the causation of tuberculosis than 
drinking by the individual. Ancestral alcoholism trans- 
mitted a‘vulnerability to the tubercle bacillus. Alcoholized 
guinea-pigs and rabbits fell victims to tuberculosis in 
greater numbers than the non-alcoholized control animals, 
and Dr. Tatham’s occupational mortality statistics proved 
the undue susceptibility of brewers, publicans, and their 
servants to tuberculosis. Dr. Kelynack had shown that 
tuberculosis accompanied 80 per cent. of the cases of 
alcoholic neuritis, and 23 per cent. of the cases of alcoholic 
cirrhosis. Dr. Howship Dickinson, in | the: post-mortem 
records of St. George’s Hospital, found 66 cases of 
pulmonary tuberculosis amung 149 potmen, barmen, and 
others engaged in handling alcohol, as compared with 
44° cases: in'‘ those* not: in the alcohol trade. When 
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the cases were classified according as the employment 
was indoor or outdoor, no preponderance of fresh air or the 
want of it was found to account for the excess of cases 
among the alcohol sellers. Lamerceaux reported that, of 
2,192 hospital cases, 1,229 were the result of alcohol, and 
Liebe, who had a sanatorium in a gin-drinking district, 
reported 40 per cent. of his cases as alcoholics, 27 per 
cont. used alcohol daily, anoth:r 27 per cent. took very 
little, and 6 per cent. used none at all. The statistics of 
the German Bureau cuzgested that alcohsiics suffered 
from tuberculosis less than abstainers. In female 
inebriates under sentence, Dr. Heron found that the 
phthisis death-rate was only half that of the female 
p?pualation and less than one-fourth thaf of the class from 
which they were drawn. This was due to selection 
of cases and to the fact that tuberculous cases found 
their way into Poor Law institutions. Dr. Crowley 
found that the majority of phthisical cases in work- 
house infirmaries had been drinkers, and Dr. Henschen’s 
experience in the workhouses of Denmark was similar; 
whilst Paul Reynier said that after 40 years of age alcohol 
was responsible for all cases of bone tuberculosis, and that 
in the young there was always a family history of alcohol. 
The conclusion, therefore, was that alcohol predisposed to 
tuberculosis of the lungs and bones, and was a factor in 
the spread of the bacillus. In the fourth annual report of 
the Henry Phipps Institute the patients who gave a 
history of alcoholism showed the highest percentage of 
disease arrested, and also of non-improvement and death. 
At the Henry Phipps Institute, over a series of years 72 per 
cont. of alcoholics did badly, as compared with 51 per cent. 
of non-alcoholics. Dr. RuopEs read replies he had had 
from a number of sanatorium physicians, who all agreed 
that in treatment much alcohol-was harmful. As an 
appetizer at meals, or as a narcotic when there was fever 
and much autointoxication, small doses did good. During 
two years spent at the Clavadel. Sanatorium, near Davos, 
Dr. Rhodes had many opportunities of ascertaining tie 
views of doctors and patients. The doctors were unani- 
mously against the r.essity of alcohol during treatment, 
and were of opinion that patients who took much did not 
do so well as the very moderate drinker or the abstainer. 
Those who took alcohol freely did not keep to rules, 
always wanted to shirk some part of the treatment, and as 
a class were erratic and unstable. Dr. Rhodcs agreed 
that a little spirit or fairly strong wine helped to soothe 
and lessen the discomfort arising from fever, bronchitis, 
autointoxication, and neurasthenia. 

Dr. JANE WALKER regarded alcohol as a purely secondary 
cause of tuberculosis, and in deciding upon the admission 
of patients to the sanatorium, she no longer, as she once 
did, refused admission to the subjects of alcoholism. She 
had several times observed that severe cases of tuber- 
culosis in alcoholics did better than the generality of such 
cases, and accounted for this by the well-known tendency 
of alcohol to favour fibrosis. This experience was con- 
firmed by the fourth annual report of the Phipps Institute. 
The environment of barmen was highly conducive to in- 
fection by the tubercle bacillus; whilst brewers’ men, 
although, like gardeners, open-air workers, seemed to 
delight in stuffy atmospheres. Remembering the dictum 
of Naegele, that 98 per cent. of all adults over the age of 40 
have tuberculous lesions, too much reliance should not be 
placed on statistics. Pneumonia did best when treated 
without alcohol, especially if it complicated or followed 
influenza. 

Dr. Crack: CALVERT’S experience was that alcoholics who 
were tuberculous did badly, more especially if the driuking 
extended over some time. But there were exceptions to 
this in the case of young, vigorous patients who had not 
been soaking for so long; the enforced abstinence on 
entering the sanatorium might turn the scale and the 
patient recover. In a large number of the cases the part 
alcohol played as a cause of tuberculosis was difficult to 
determine, as there were so many other factors, but he 
always preferred to have to treat a non-alcoholic subject. 

Surgeon-General Evatt pointed out that the decrease of 
phthisis in the army had gone hand in hand with the rise 
of temperance and a diminished consumption of alcohol. 

Mr. THEoBaLp drew attention to the resolution passed 
by the Paris congress on tuberculosis in 1905, that the 
fight against alcoholism must be combined with that 
against tuberculosis. and'said that whilst the public-house 
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existed to supply an undoubted social need for many, the 
provision of efficient counter-attractions would help to 
draw many from the dangers of tuberculous infection, so 
common in inns and taverns. 

Dr. KeLynack observed that this was a great national 
question; and, however closely the pathology of either 
alcoholism or tuberculosis and their relationship were 
studied, the economic and social side of the question 
could not be left out of sight. An alcoholic was in an 
‘inferior position to co-operate cither with the State or his 
doctor in the fight with tuberculosis, either in its in- 
dividual or national aspect, and jeopardized his chances 
-by his careless disregard- of hygienic aifd sanitary laws 
and thoughtless disobedience to specific medical instruc- 
tions. The treatment of the individual alcoholic was the 
first requirement. 

Dr. Craupr Taytor questioned the soundness of Dr. 
Jane Walker’s views on the benefits of alcoholic fibrosis. 
Dr. Jane Walker agreed that the cases did not improve 
until the alcohol was discontinued, and he was of opinion 
that many would never become tuberculous if they had 
not been first alcoholics. 
~ Dr. Hersert Ruopes, in reply, doubted the productioi? 
of fibrosis by alcohol. He believed that there were no 
facts in support of the view, which was at present simply 
a hypothesis. 











LITERARY NOTES. — 


Tue publishers of Whitaker's Almanack are preparing a 
new book entitled The International Whitaker, which is 
intended to give a succinct account of every country in 
the world. The new book supplements but does not 
supersede Whitaker's Almanack, which, first published 
in 1868, has established itself as an indispensable book 
of reference. The book is to be published early in 
December. 


- Public Opinion, which has just entered its fifty-second 
year, celebrates the occasion by issuing a special number. 
Sir Harry Johnston writes on “Things Worth Striving 
For.” Among such things, we gather, is a Parliament 
including among its members such men as Mr. H. G. 
Wells, Mr. Bernard Shaw, General Booth, and. Mr. Sidney 
Webb. There is nothing to prevent such men finding 
seats now—if: they can find electors to vote for them. 
Mr. A. C. Benson writes on “ Real Life,” which, it appears, 
is “true socialism, the constructive socialism not based 
on confiscation but on participation.” The other contents 
of the number are as varied and interesting as usual. 


Reference was made in a leading article on Universities 
and Medical Education which appeared in the JourNnaL 
of October 5th to an opinion expressed by Macaulay as 
to the professorships of medicine at Oxford and Cam- 
bridge. It may be worth while to quote the record of the 
historian’s conversation with Prince Albert as recorded in 
his diary (Trevelyan’s Life and Letters of Lord Macaulay). 
The entry is dated January 14th, 1851: 


... LT had a few words with the Prince about the Regius 
Professorship of Medicine at Cambridge, ‘now vacant by 
Haviland’s death. I remarked that it was impossible to make 
either Oxford or Cambridge a great medical school. He said, 
truly enough, that Oxford and Cambridge are larger towns than 
Heidelberg, and yet that Heidelberg is eminent as a place of 
medical education. -He added; however,’ something which 
explained why this was. There was hardly, he said, a phvsi- 
cian in Germany, even at Berlin, even at Vienna, who made 
£1,000 a year by his profession. In that case a professorship at 
Heidelberg may well be worth as much as the best practice in 
the great cities. Here, where Brodie and Bright make more 
than £10,000 a year, and where, if settled at Cambridge or 
Oxford, thev probably could not make £1,500, there is no chance 
that the academic chairs will be filled by the heads of the 
profession. 


Things have greatly changed since them. But although 
both universities have at present Regius professors of the 
very first rank, the medical Olympus in which they dwell 
is not for men who have to earn the “d——d guinea ” for 
which John Hunter had to leave his researches. 


In a paper which appears in the September number of 
the Glasgow Medical Journal, Dr. Hugh A. McLean gives 
us some interesting glimpses of certain aspects of medical 
life in old Glasgow. ‘The first direct reference to a 
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practitioner in Glasgow which he has been able to find is 
contained- in the account of the customers of the burgh of 
Linlithgow, 1393-95, where there is mention of a remission 
by order of the King to William, physician of Glasgow ; 
there is also an order for payment of £2 13s. 4d. to the 
said William. There is no further reference to a physician 
_or surgeon in Glasgow till 1505, when in the Protocol book 
of Cuthbert Simon mention is made, in connexion with 
the sale of an annual rent, of John Murref, “ cirurgion.” 
More than seventy years later we come on what Dr. 
McLean is inciined‘to regard as the first authentic informa- 
tion as to medical life in old Glasgow. Under date May 
17th, 1577, there is a minute of Council to the following 
effect : 

The proneste, baillies, and counsall understandand the sup- 
plicatioun gewin in be Alexander Hay, chirurgian, quhairby he 
is myndit to remane in this toune, being in redyness for serwing 
of the towne in his craft and art, thairfor for his support thai 
haif grantit . . . ane yierlie pensioun to him of ten merks 
money and attour the said Alexander for serwice bigane is maid 
burges and frieman of the burgh and citie of Glasgow and sall 
paye na manner of taxt in tyme cuming conforme to the 
preuilege haid be the umquhile Jas. Abernethie hes maister. 
This minute’ shows that in the sixteenth century a 
retaining fee was paid to a surgeon who as a further 
inducement to remain in the town was given a burgess 
ticket. As Glasgow was by that time a city with some 
5,000 inhabitants, it is not surprising to’ find a few years 
later mention. of another practitioner. Under date 
March 7th, 1580, it is recorded that “ Archibald Davidson, 
flescher, is maid burges and frieman quhais fines wes 
gewin to Thomas Mylne, chirurgian, for his cureing of 
Thomas Muir, hurt in the toune besynes.” Mylne settled 
in Glasgow and apparently prospered, although he on 
one occasion at least suffered the ineluctabile fatum 
of medical practice by failing to recover fees. He seems 
to have been a man of strong opinions, which he expressed 
in language of corresponding strength, for in 1589 he 
appeared before the municipal authorities to answer a 
charge that he had called two baillies traitors and de- 
ceivers, and spoken “ sclanderouslie”’ of the “ hungrie toun 
of Glasgow.” Perhaps the loss of his fees still rankled. 
The “ Provest, baillies, and counsalis,” with the object of 
preventing a repetition of such scandalum magnatum, 
ordered that Mylne should “compeir at the croce and 
thair confess oppenlie in presens of the people his fault 
and grit sclander committit by him,” and “ thaireftir his 
pension to be dischargit during the space of ane yeir.” 
In the closing years of the sixteenth century there is 
mention of other practitioners, and in 1599 we find 
the famous Maister Peter Lowe buying “a fore tene- 
ment under the above with a waste house adjoin- 
ing . . . lying on the west side of the street leading from 
the Metropolitan Church to the Market Cross.” The wit- 
ness to this transaction is ‘Adam Flemyng, medico.” Lowe 
also got a retaining fee, as appears from a minute of March 
17th, 1599, which records that “it is aggreit of new and 
contractit betwext the toune and Docta Low for xxiv 
merkis money be yeir.” Lowe, who as his books show, 
was a man of education and wide experience, and who 
was the founder of the Faculty of Physicians and Surgeons, 
somehow came under the ban of the kirk session and had 
to “stand the pillar” three times. He had been much 
abroad and had been in the service of the King of France ; 
therefore it may be conjectured that the breadth of out- 
look thus acquired made him impatient of the yoke of the 
kirk. At the time of Lowe’s arrival in Glasgow, the town 
was a hunting ground for “quacksalvers, charlatans, 
witches, charmers, and divers other sort of abusers,” 
most of whom, it is recorded, “lacke both soul and con- 
science and feare of God... promising marvails to 
cure all things in short space.” Against this state of 
things the session prepared to take action, and a 
committee, composed partly of the councillors and 
partly of ministers, was appomted “to examinat and 
tak tryall of all sic persounes as usit or sal happin to 
use the arte (of healing) within this toune in the time 
cumyng.” It may have been this decision that prompted 
Lowe, smarting from a sense of injury, to take steps to 
obtain from the King the “ Letter of Gift” by which the 
Faculty was founded. From the records of the Kirk 
Session for 1620 we learn that “Dr. Ross—trilapse in 
fornication—was passed, having paid 100 merks to the 
poor.” Dr, McLean points out that the title “doctor”. 








did not necessarily imply membership of the medical 
profession, masters of the grammar school being generally 
referred to by that designation. We may hope, therefore, 
that the “trilapse” Ross was not of the medical fold. 
From several minutes it is clear that the municipality 
sometimes helped deserving citizens to pay for medical 
attendance or paid the whole amount out of the public 
purse. Surgeons had at first been exempt from taxes and 
various duties of ordinary citizenship, but quite early in 
the seventeenth century there began a struggle between 
them and the town council on this point, which lasted 
about one hundred and eighty years. In 1784 the magis- 
trates, after taking counsel with the Dean of Guild and 
the Deacon Convener, recommended “ that the chirurgians 
and pharmacians should be liable to watching and 
wardings in respect that they are incorporate with the 
barbers in a deaconrie, and that by their burgess oath 
they are bound to all taxations, watchings and wardings.” 
Perhaps it was this determination to tax that led the 
doctors not long afterwards to combine to secure the 
payment of their fees. The following advertisement was 
published in the Courier of October 29th, 1792: 


The Physicians and Surgeons in Glasgow having experienced 
much inconvenience and loss from the long-delayed payment 
of their fees and accounts, and to remedy this as far as depends 
upon them the surgeons have come to the unanimous resolu- 
tion to give in their acts once a year, and the physicians expect, 
when there is no agreement for attendance throughout the 
year, to be paid for their trouble and advice upon their visits 

ecoming no longer necessary. 


About the same time the surgeons of Paisley met and 
agreed to unite in insisting on uniformity in charges, the 
time at which visits were paid, and the means of recovering 
overdue accounts. 


In “Brother Jacob,” one of George Eliot’s shorter 
stories, the great novelist gives a most amusing descrip- 
tion of the gradual demoralization caused amongst the 
housewives of a small country town by the sudden open- 
ing of an attractive provision shop. These good ladies, 
accustomed to eat nothing but what came out of their 
own kitchens, rapidly succumb to the temptation of pro- 
curing ready-made the delicacies it had once been their 
pride and delight to prepare with their own hands, though 
each lives in terror lest her neighbours should discover her 
backsliding. Times have changed since then; and there 
are now few housewives, however notable, who do not 
save time and labour by: stocking their larders with tinned 
and bottled foodstuffs. This easy méthod of housekecp- 
ing, however, is apt to prove extremely dangerous if there 
is no means-by which the purchaser may be safeguarded 
from the exploitation of dishonest firms. The August 
number of L’Hygiéne contains a lively account by 
M. Georges Benoit-Levy of the struggle of the American 
public to obtain pure and unadulterated food. In 
this struggle, it is perhaps needless to add, the medical 
profession played a leading part; and it was, thanks tc 
the representations of Dr. Willey and his confréres, that 
the nation was aroused toa sense of the danger in which 
it stood. Public feeling ran so high that one morning the 
townspeople of Detroit were regaled by the unusual sight 
of gallons of tainted milk being poured down the drains, 
whilst the cans that had contained it were being battered 
to pieces elsewhere; and the school girls of Westfield 
(who had apparently profited by their course of chemistry 
under Professor Allyn) actually caused a boycott of all 
the grocers and provision merchants in the town, until] 
the latter found themselves forced to supply their cus. 
tomers only with such preserves: as would pass muster in 
the school laboratory. Without going to such lengths, 
the example set by the Americans might well be followed 
by other nations whose welfare depends just as largely on 
the purity of its food. The same number of our excellent 
contemporary also contains -an interesting article by 
Dr. Marc Landolt on the origin of spectacles, and another 
by Dr. J. Laumonier on the advantages and dis- 
advantages of sea bathing; whilst M. Henri Meurisse 
has’ contributed a few remarks on the various remedies 
for sea-sickness. An article of special value deals with 
the hygiene of schoolboys ; it is an extract from an address 
delivered by the editor at a distribution of prizes. The 
illustrations, always a strong feature in L’Hygiéne, are as 
artistic as ever in the August-number. 
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THE DOCTOR AND HIS WORK. 


THERE are no men whose work is so much mis- 
understood and so frequently misrepresented as 
doctors. There are people in every grade of society 
who dislike and distrust doctors as many good Pro- 
téstants hate Jesuits. Of the latter feeling, Andrew 
Lang said that it seemed to him as though one should 
say he hated the Royal Engineers; he could under- 
stand hatred of a particular engineer, but why should 
any one hate the whole corps? So we may say of 
doctors. Were not proofs of the fact so abundant, it 
would appear inconceivable that people otherwise 
apparently sane should dislike a profession whose 
mission it is to apply all available knowledge to the 
healing of the sick. Such folk profess to believe 
that, as John Wilson said of unpaid contributors to 
magazines, a doctor is ex vi termini an ass. A legal 
diploma is to them a stamp of ignorance. The gift of 
healing, in their opinion, comes “by nature,” as 
Dogberry said of reading and writing. The physician 
goes about ruining people’s health with drugs; the 
practitioner poisons them with “ animal filth ” ; 
the surgeons brandish knives and look about for 
victims; physiologists and medical students cut up 
living animals “only for wantonness.” The General 
Medical Council is a tyrannical body which makes it 
its business not, as the law intended, to protect the 
public against unqualified practitioners, but to safe- 
guard the sordid interests of the medical profession 
by hindering the beneficent work of heaven-born 
healers. The British Medical Association is a trade 
union established for the protection of privileges 
opposed to the general welfare. Both bodies are 
united in insisting on a rigid system of “ etiquette ” 
designed to rivet the chains of a medical priestcraft 
on the freeborn Briton. One might think doctors 
were a set of malefactors banded together in a con- 
spiracy against the human race. 

In view of all these fatuous misconceptions, 
fostered for their own purposes by quacks, and a 
certain class of politicians and journalists, it is well 
that people should have the opportunity of learning 
something of the real nature of the doctor’s ‘work, 
his aims, and the methods by which he seeks to 
compass them. Some years ago Mr. Brudenell Carter 
endeavoured to do this in a book! of which it may be 
said, as of the legendary curate’s egg, that parts of it 
were excellent. It is instructive to compare that 
work with another bearing almost the same title by 
Dr. C. J. Whitby which has recently appeared Mr. 
Carter dealt with problems of education, the competi- 
tion of quacks, and other practical subjects of what 
may be called everyday professional life, exposing 
misconceptions and suggesting reforms. Dr. Whitby, 
who is already favourably known as the author of 
books on human character, the makers of maa, and 
others dealing with subjects of general interest, is an 
idealist who looks forward to a transfiguration of the 





1 Doctors and Their Work ; or, Mé@@icine, Quackery and Disease. By 
R. s ye London: Smith, Elder, and Co. 1903. (Cr. 8vo, 
pp. 324. 6s. 

2 The Doctor and His Work. By C. J. Whitby, M.D.Cantab, London: 
8. Swift and Co., Ltd. 1912. (Cr. 8vo, pp. 235, 3s. 6d. net.) 











| profession that will make the doctor the saviour 


of society. To ensure fitness for this high yoca- 
tion he would have candidates carefully selected by 
an anthropometric scrutiny and inquiry into their 
fitness for the profession. We quite agree that phy- 
sical and moral fitness should be taken into account, 
and that the mere facility in passing examinations is 
not an index of the possession of the qualities needed 
for the fulfilment of the mission of the doctor. But 
at present, at any rate, no sure tests are available, and 
there is the further difficulty that the judges are not 
infallible. : 

Dr. Whitby proceeds to discuss the chances of 
survival of the general practitioner in the vast and 
rapid development of specialism. We do not think 
there is any fear of the disappearance of the general 
practitioner. The problem is rather, Is there room 
for the general physician? The immense improve- 
ment in medical education and the steadily rising 
level of efficiency among the younger generation of 
doctors, together with the ever-increasing encroach- 
ments of surgery, have made the territory which 
used to belong to the physician a gradually vanishing 
quantity. There will always probably be a few 
oracles whose counsel will be sought in difficult cases, 
but already many physicians live by what is simply 
glorified general practice; instead of fulfilling their 
old function of seeing cases only in consultation, they 
attend cases of typhoid fever, saving their dignity by 
charging higher fees than those who nominally belong 
to the rank and file. Others who would repudiate the 
title of specialists have the greatness that belongs 
thereto thrust upon them by the public, which insists 
that a man’s province shall be limited to the heart, 
the lungs, the kidneys, or the stomach. Surgery 
itself is becoming more and more split up, till we are 
in danger of a profession subdivided, as was that of 
ancient Egypt, into practitioners dealing solely with 
particular organs. And the reign of the surgeon, too, 
is beginning to pass away, for the highly trained 
general practitioner is becoming more and more 
capable of doing operations for himself. There 
remain the specialists, and for some of these— 
ophthalmologists, laryngologists, otologists, gynaeco- 
logists, and to a less extent genito-urinary surgeons 
—there will continue to be room, for lines of practice 
which involve the use of instruments and delicate 
handling, that require a long apprenticeship, can be 
successfully followed only by those who devote them- 
selves entirely to such work. 

While fully recognizing the great work that has 
been done in the field of hygiene, Dr. Whitby takes 
occasion to warn the medical officer of health against 
a certain aggressiveness which has become more 
manifest of recent years. This warning is by no 
means superfluous, as the tendency is certainly for 
the medical officer of health to magnify his office 
more and more, and the ideal of certain social 
reformers seems to be that the independent prac-- 
titioner should be forced out of existence and 
his place taken by official guardians of the public 
health. 

Of the doctor in the sick room, Dr. Whitby well 
says that the successful physician is an artist, not a 
mereprescribing machine; he treats the individual, 
not a label. To do this he must know the personal 
peculiarities of the patient. Herein lies the justifica- 
tion of the general practitioner’s existence. A man 
of sense who has brought human beings into the 
world, tended them through the disorders of in- 
fancy, seen them grow up, inarry, and have offspring 
of their own whose early years, at any rate, he 
may well have the opportunity of observing, must 
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know them as a consultant, even of the keenest 
clinical insight, cannot. He knows how they react to 
diseases and to remedies. He knows how heredity 
shows itself in matters pertaining to health. In a 
word, he knows the natural history of disease in a 
way beyond the teachings of the laboratory or instru- 
ments of precision. A man of this kind has a store 
of knowledge, acquired during long years of observa- 
tion, and developed by practice till it becomes in- 
tuition. This experience cannot be transmitted and 
for the most part dies with the possessor, but while 
he lives it is invaluable, and it will be an evil day if 
ever: the charge of sick people is handed over to 
medical officials who have not the same opportunity 
of studying their peculiarities, and whose treatment, 
therefore, must be largely a matter of cut and dried 
formularies. There is, moreover, the psychological 
factor to be taken into account. The general practi- 
tioner necessarily learns much of the mental as well 
as the bodily structure of his patients, and the faith 
in him that makes them stick to him as their family 
doctor for many years is a professionel asset beyond 
price. If there is to be no choice of doctor this 
potent element of cure must tend to fade away, 
greatly to the detriment of the patient. .Dr. Whitby 


thinks that this waste of knowledge might be pre-. 
vented: by organization of research into the natural: 


history of the population, but after all a collection of 


statistics is like a hortws siccus compared with a 


living garden of experience. ° - 

. Dr. Whitby is sanguine as to the future of medical 
science. 
that within a few years we shall be able to control 
the functions, and perhaps even the growth - and 
repair, of any given organ-at will. He looks forward 
to a time, ‘‘not so far ahead, when much of. the work 


now done by surgeons will -be superseded by a re- 
generated medical art; when tumours’ innocent or. 
malign will, instead of being excised, be caused to 
disappear as it were by magic, under the influence. 


of minute doses of ineredible ‘potency and elective 
precision ’—when cancer, consumption, alcoholism, 
and the whole host of acute or chronic infective 
diseases will be subject to our. sway. It is a 


beautiful dream, and it is encouraging that such 
idealism should survive in the breast ofa man- 
who must have encountered the thousand: natural- 
shocks that. the hopes of the practitioner meet in his’ 


struggle with disease. Huxley, in his address to. the 
International Medical Congress held in London in 
1881, comparing the state of the pharmacology as it 
was then with that which existed forty years before, 
said: “If we consider the knowledge positively 
acquired, in this short time, of the modus operandi 
cf _urari, of atropia, of physostigmin, of veratria, 
of casca, of strychnia, of bromide of potassium, of 
phosphorus, there can surely be no ground . for 
doubting that, sooner or later, the pharmacologist 
will supply the physician with the means of affecting, 
in any desired sense, the functions of any physio- 
logical element of the body. It will, in short, 
become possible to introduce into the economy a 
molecular mechanism which, like a very cunningly 
contrived torpedo, shall find its way to some par- 
ticular group of living elements, and ‘cause an explo- 
sion among them, leaving the rest untouched.” 
Alas! We are not appreciably nearer the millennium 
of medicine here foreshadowed than. we were then. 
Drugs, on. which Huxley built his hope, are being 
more and more discarded. Is a better fate in store 
for mankind in the “ magic” doses which Dr. Whitby 
believes.are to work such. wonders ? . 

Dr. Whitby alludes to the silent revolution in the 


It seems hardly; he says, too much to hope. 








attitude of the scientific mind towards mental healing. 
We have for years past striven to help in bringing 
about this revolution, and now it seems to us that it 
tends to go too far. Dr. Whitby is doubtful whether 
the distinction between functional and organic diseases 
is philosophically justified. He would, we imagine, 
admit that there is some fundamental distinction 
between a temporary attack of indigestion and 
cancer of the stomach or intestine. And when he 
says that the records of well-authenticated cures 
at Lourdes and elsewhere seem to give the 
lie direct to any a priori limitation of miracles to 
“functional” disease, we ask for cases .in proof of 
the statement. As regards Lourdes, as to which most 
authenticated information is forthcoming, we know 
of no case in which a partly destroyed organ has been 
made whole or a malignant disease cured. Even of 
those disorders which, whether we call them functional 
or not, are connected with some disorders of nerves, 
the percentage of cure, on the showing of the records 
themselves, is infinitesimal, ard of the permanency of 
these there is as far as we know no satisfactory 
record at all. Dr. Whitby thinks we are on the 
threshold of a new medical era which he defines 
as psychological medicine; and he believes that. 
psychology, understood in the widest sense, will have 
an influence upon medical practice and the medical 
point of view probably. far greater than that of 
bacteriology or any of its predecessors. 

Dealing with, the unsatisfactory conditions of 
medical practice, Dr. Whitby maintains that they: 
are in a great measure the inevitable outcome of our. 
magnanimous response to the impossible or well- 
nigh impossible demands of- our position. He 
denounces the National Insurance Act as a specimen 


of quack legislation which it would be hard to beat.- 


He says the contract system has been a failure; but 


‘he holds that the principle is. sound, and he would 


not object to its extension to all classes, provided that,. 
beginning. from an adequate minimum, it were so. 
graduated in -accordance with ‘the means of the 
insured persons as to provide a generous living wage- 
for all grades of practitioners, and that due provision 
were made for suitable extras. Dr. Whitby pleads, 
for such an organization of the profession as shall. 
ensure that every sufferer shall get in case of need 


‘adequate advice and. treatment, “and by adequate 
(he says) I mean the very best.’”” We commend this 
definition of the word ‘‘adequate” to Mr. Lloyd 


George and local Insurance Committees. 

Dr. Whitby is opposed to the municipalization of 
hospitals, and in the interest of surgical science is 
anxious that the voluntary principle should be re- 
tained. But they must be placed on a sound financial 
basis. He looks forward to a great development of 
medical institutionalism, in the form of sanatoriums 
for nerve disease, the drug habit, and so on, each one 
devoting itself exclusively to a particular disease, and 
consequently attaining a perfection of equipment and 
efficiency not obtainable in any other way. 

The true purpose of Dr. Whitby’s book, we believe, 
is found expressed in his chapter on the doctor as 
sociologist. The doctor is to be an active instrument 
in racial progress. On the doctor as a eugenic expert. 
he seems to us to hold very sound views. He rejects 
force as a panacea and seeks to restrain the ardour 
of eugenic enthusiasts, holding that, to eliminate 
physical unfitness at the cost of genius would be a 
very doubtful gain to humanity. Like ourselves, he 
1s sceptical as to the results to be expected by appli- 


cation of the cold-blooded methods of the scientific 


breeder. In the field of éducation he thinks the 
doctor is called upon to play a still greater part than 
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he already claims ; but will not people rebel if this is 
pushed too far? Already mutterings of discontent are 
making themselves heard, and there is, we think, a 
real danger that too much talk of disease by indiscreet 
teachers may have an unwholesome effect on the 
children. 3 ot , 

Dr. Whitby’s book contains many excellent sug- 
gestions and places the difficulties of the doctor’s life 
clearly before the reader. It ought to show persons 
who often in mere lightness of heart scoff at the 
medical: profession, its true character and the many 
hindrances with which the doctor has to contend. We 
may think some of his views are Utopian, but he 


thinks nobly of his profession, and his book cannot’ 


fail to be stimulating to medical readers and to afford 
much food for thought for social reformers, 





MALFORMATIONS AMONGST FISHES. 


Any inquiry into the cause and nature of human 
monsters and human malformations is rendered 
difficult by the fact that all the earlier stages in 
their production take place beyond the reach of 
direct observation. In the study of malformations 
amongst fishes there is no hindrance of this kind, 
for every stage in the development of the embryo 
from the ovum lies open to the naked eye and to the 
lens. It is therefore to be expected that a study of 
abnormal development, which can be so frequently 
observed in fish hatcheries, will throw a new light on 
the problems of human teratology. For many years 
Dr. James Gemmill, lecturer on embryology in the 
University of Glasgow, has collected and examined 
the malformed ova and trout from the fish hatcheries 
at Lochwinnoch and Loch Lomond, and by his 
research has thrown much light on the nature of the 
malformations to which the young of vertebrate 
animals are liable. His recently published memoir! 
will prove invaluable to all who are investigating 
malformations ef the body, not only on account of 
the numerous observations he records, his excellent 
and accurate illustrations, but also because of the 
complete manner in ‘which he has indexed his 
results, and on account of the full bibliography of 
contemporary literature which he has compiled. 

A most striking fact is that the malformations 
which occur amongst vertebrate animals are very 
similar in all of them from the lowest to the highest— 
from the lamprey to man. The tendency for develop- 
- ment to proceed in certain abnormal directions appears 
to be a heritage common to all vertebrate forms. 
Fish ova are particularly liable to give rise to double 
monsters—the result of two embryos being produced 
on one yolk sac, with a greater or less degree of 
fusion of their adjacent parts. The double monster, 
in the vast majority of cases, according to Dr. 
Gemmill, is produced on a single blastoderm ; very 
rarely does it arise from the fusion of two blasto- 
derms. With one exception, nearly every form of 
double human monster is represented by the abnormal 
products of fish ova. Amongst birds and mammals— 
especially in man—monsters showing duplicity of the 
posterior part of the body and of the posterior 
extremities are common; amongst fishes such forms 
are rare. Dr. Gemmill seeks to explain the rarity of 
posterior duplicity of the fish body from the manner 
of its development; in the higher vertebrates the 
posterior part of the trunk frees itself from the yolk 
sac as it develops ; in fishes it arises closely applied to 


the ovum, and hence the posterior parts of a double 
embryo tend to fuse. Dr. Gemmill also propounds 
a new and very practical system for the classification 
of double monsters. 

Some of the slighter degrees of malformation 
described by Dr. Gemmill are likely to prove of great 
interest to medical men. The condition of cyclops— 
a greater or less degree of fusion of the right and left 
halves of the brain and face—is the same in the fish 
as In man ; so is the condition of agnathia or micro- 
gnathia—where the lower jaw is absent or very 
small. Two other conditions are of special interest, 
for it is clear that the fish is also subject to “ pug- 
head” (bulldogism, or simoprosopia), and to a con- 
dition of “hammer” or “round” head which very 
closely recalls the condition known in man as 
achondroplasia. Dr. Gemmill, while recognizing 
that malformations may be caused by the environ- 
ment of the developing ovum, is inclined, on the 
evidence he brings forward, to regard an inherited 
tendency as the more potent factor in giving rise to 
monstrous births. 





THE SCIENTIFIC STUDY OF 
ABORTION. 


At the suggestion of the distinguished American 
obstetrician, Dr. Whitridge Williams, an analysis 
has been made by Dr. Paul Titus of a series of 274 
abortions occurring in a total of 4,750 patients 
treated in the obstetrical ward at the Johns Hopkins 
Hospital, Baltimore, up to February rst, 1g11.! 
Only those pregnancies which were interrupted before 
or up to the end of the fourth lunar month have been 
registered in this series as abortions, and the deter- 
mination of the period of development has been made 
from the history of the case, the operative findings, 
and the examination of the fetus, or a combination of 
these factors. Dr. Paul Titus admits that it is: not 
possible to determine the actual incidence of abortions 
and the prevalence of criminal feticide, for his series 
represent conditions as they occur in the service of 
an obstetrical hospital. None the less such statistics 
are of some value, for though comparatively few cases 
of abortion, especially criminal eases, come into hos- 


, pital, it is only those that seek hospital relief that can 


be thoroughly observed. 
Dr. Titus classifies the 274 under several subseries. 


‘The incomplete, properly so-called, included 162, or 
§9.12 per. cent. of all abortions. The complete, 


properly so-called, amounted to 35, or 12.7 per cent. 
The author puts criminal cases apart. Altogether 41, 
or 15 per cent., come within the series, including 
8 complete and 33 incomplete. Five cases were 
“missed abortions” (1.8 per cent. of all). They 
were registered after Vermehren’s definition, reten- 
tion of the aborted ovum in the uterus for at least 
ten weeks. In Dr. Titus’s subseries the longest 
certain term of retention was about six to seven 
months. A yet more important -subseries included 
“therapeutic” abortions, or artificial termination of 
pregnancy by certain operations, before the fetus had 
attained viability, that is, prior to the twenty-eighth 
week. Twenty cases (7.3 per cent.) came within this 
group, the indications being hyperemesis gravidarum 
in 9, and pulmonary tuberculosis in 8 patients. 
In the 3 remaining cases.the complication was 
mitral stenosis, pyelitis, and asthma with toxaemia 
respectively. Lastly, 11 cases (4 per cent.) were 





1The Teratology of Fishes. By J. F..Gemmiill, M.A.. M.D., _D.Se- 
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“inevitable”’ abortions, where clinical symptoms 
demanded artificial emptying of the uterus. In the 
whole series of 274 abortions, 14 deaths (§.11 per 
cent.) occurred ; the maternal mortality in labour at 
term in the Johns Hopkins Hospital is 1.1 per cent. 
No fewer than 5 out of a total of 41 cases of criminal 
abortions (12.19 per cent.) ended fatally. 

Thus the mortality following abortion is consider- 
ably higher than that following labour at term, the 
higher average being almost wholly due to the 
frequency with which criminal procedures are 
employed for inducing abortion. The mortality in 
abortions is chiefly due to infection by the strepto- 
coccus. Retropositions of the uterus seem a more 
common complication of abortion than is usually 
believed. It was present in 20.25 per cent. of all the 
cases when discharged, and it is important to note 
that the occurrence was as frequent after non-infected 
as after infected abortions. If all cases having a 
temperature of 101° or more are registered as infected, 
as in Dr. Titus’s series, the incidence of infections will 
be, in criminal cases 78 per cent., in “inevitable” cases 
about 60 per cert., in incomplete abortions about 
45 per cent., and in complete abortions about 34 per 
cent. Involution proved slower in these cases than 
after labour at term. Inflamed placenta was detected 
in 25 per cent. of infected cases, but was practically 
absent in uninfected cases. On the other hand, 
decidual endometritis is seen in about 52 per cent. of 
infected and 68 per cent. of uninfected abortions, 
showing it to bea cause rather than a result of 
abortion, the occurrence of an infection being a mere 
incidental matter. This observation is of considerable 
pathological importance. ' 

The question of aborting primiparae and habitual 
aborters is of much clinical-and social interest.’ 


Dr. Titus states that the “habitual aborter” 


is, according to these statistics, not as common 
as is generally supposed, since it has been 
brought out that women who were, according to their 
stories, aborting for the first time, are those which 
predominate in numbers. But little credit can be 
attached to statements about no previous abortions 
made by women who have submitted to criminal 
operations, and as for the opposite type of 
patient, we suspect that a considerable number of 
married women who “habitually ” abort do not seek 
hospital advice. More than one-third of all criminal 
abortions in this series, mainly taken from the poor of 
Baltimore and the adjacent parts of the State of 
Maryland, were among married women. Abortions 
proved twice as frequent among whites as among 
black women, and criminal abortions were five times 
inore frequent among whites. Uterine retroflexions 
and retroversions accounted for 34 cases (12.41 per 
cent.), and decidual endometritis seemed to be the 
immediate cause of the death of the ovum and the 
result of the malposition. In 27, or 9.86 per cent., 
‘“decidual endometritis independent of malpositions ” 
was registered as the cause of abortion. It is sur- 
prising to find that only 8 cases (2.92 per cent.) are 
registered under “probable causes” as due to 
syphilis. 

Lastly, some careful observations of the cata- 
menial history of these cases appear to show that 
the “menstrual waves ’’ (neuroses in early pregnancy 
appearing at the usual time of the menstrual flow) 
mark the periods of greatest liability to abortion. 
A month after the appearance of Dr. Titus’s paper, 
an important article? on spontaneous and criminal 


abortions, by Professor Herrgott of Nancy, was 





-2 Ayortements spontanés et avortements criminels, Annales de gyn. 
et d’obstét., July, 1912, p. 385 





published in a French serial. As in the case of the 
Baltimore Hospital, it is the worst abortions, as a 
rule, that come into the maternity of the capital of 
old Loraine. Among 4,690 women admitted for 
delivery or puerperal trouble, there were 386 abor- 
tions; 22 of the former (0.51 per cent.) died, whilst 
10 out of the 386 abortions ended fatally. Infection 
after admission was rare, occurring in only 6 of the 
4,690 labours.. Herrgott discusses at some length 
the ethical questions associated with abortion and 
hospital accommodation for parturient women. 
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THE INTENTIONS OF THE GOVERNMENT AS TO 
: REMUNERATION. 

A STATEMENT circulated by the Press Association appeared 
in a number of daily papers on Tuesday to the effect that 
at the Cabinet council on the previous day it had been 
agreed to increase the amount available for -medical 
benefit under the Insurance Act; it was added that tlie 
rumoured addition to the total annual sum was one 
million pounds, which it was stated would mean an 
increase to 7s. 6d. a head. We are in a positior to state 
that the story is apocryphal. The matter was not con- 
sidered by the Cabinet council on Monday, and it is not 
yet known when it will be considered; the delay may, 
without much hesitation, be attributed to anxieties 
relating to the disturbed conditions in the Balkans. 


HOSPITAL RESIDENTS AND THE INSURANCE 
ACT. 

THE Insurance Commissioners have fixed October 22nd, 
at 2.30 p.m., at the house of the Civil Service Commis- 
sioners, Burlington Gardens, for the inquiry to be held at 
the instigation of the Medical Defence Union in respect of 
the question whether, under Section 66 of the Insurance 
Act, resident medical officers are employed under a con- 
tract of service which would bring them within the pro- 
visions of the Act. The Medical Defence Union is raising 
a test case, but will also give evidence generally upon the 
point at issue. Its contention is that there is no such con- 
tract of service, and it will be urged that to compel resi- 
dent medical officers who get a small salary plus board 
and residence to take out insurance cards and pay the tax 
when no benefits are derivable by them under the Act is 
inequitable. If the Commissioners are against the con- 
tention of the Medical Defence Union, it will appeal to the 
county court, and will, if necessary, carry the matter to 
the High Court. 


LABORATORY WORK FOR. INSURED PERSONS. . 
In the October number of the Journal of Clinical Research 
a leading article discusses a question of considerable im- 
portance, of which more is likely to be heard in the near 
future. Assuming the ultimate success of the Act, and 
waiving the discussion of the precise form in which 
medical benefits are to be administered, the opinion is 
expressed thfit the great extension of contract practice 
which is regarded as inevitable will be attended by an 
improved standard, and it is said, “the great interest 
aroused in all matters connected with the efficient practice 
of medicine will give a marked impetus to laboratory 
methods of diagnosis and treatment.” Constant access to 
laboratory aid will be one of the daily necessities of the 
members of every panel; the question, therefore, inevitably 
arises, how such facilities can most effectually and 
economically be provided. The rapidly growing demands 
of the technique of mcdern methods of clinical research 
make it chimerical to expect every general practitioner to 
undertake such responsibilities on his own account. The 
two most probable alternatives would seem to be either the 
provision of a local laboratory in each district, or the general 
adoption by county authorities of a plan already worked in 
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many centres, whereby an agreement is made by one of the 
central laboratories to investigate and report on all sorts 
of material which the practitioners within the county area 
desire to have examined. In the opinion of our contem- 
porary, the latter is the preferable plan, the numerous 
departments and sub-departments into which a modern 
laboratory is now divided rendering the work impractic- 
able upon a limited scale, while the existing facilities of 
transit make the advantages of personal contact in great 
measure illusory. This argument certainly seems valid so 
far as comparatively small and thinly-populated districts 
are concerned ; but it is unlikely that either of the two 
plans will be exclusively adopted. In any case it is 
thought probable that a lower range of charges will be 
arranged for in respect of work done by existing labora- 
tories for contract patients, or else that a fixed annual sum 
will eventually be arrived at in each centre to cover all the 
work that may be required. These are, of course, mere 
speculations, but it is clear that laboratory methods of 
diagnosis or treatment cannot be provided for out of the 
minimum capitation fee. 


’ 


VISION TESTING IN THE MERCANTILE 
MARINE. 
Tue Board of Trade report on the sight tests used for the 
mercantile marine for the year ending December 31st, 
1911, differs in no important respect from its predecessors. 
Like them, it illustrates the unsatisfactory methods still 
used in the official tests. During the year 1911 the total 
number of candidates examined was 7,309, and of these 
7,192 passed in the form test; none of the 117 who failed 
were re-examined ; 7,000 were successful in the colour- 
vision test; of the 192 who failed 97 were re-examined on 
appeal, and of these 56 passed and 41 failed. It is stated 
that “no case of failure to pass the colour-ignorance test 
has been reported.” As to the form test, it can only be 
said that the examination was conducted by men who 
have no technical knowledge, and that as no one appealed 
it is impossible to draw any-conclusion. As to the colour- 
vision tests, we have on several occasions commented on 
the fact that about 50 per cent. of those rejected by the 
lay examiners for colour blindness are proved on appeal 
to be normal sighted; it is true that, owing to the 
defective methods in use, the results of the appeal cases 
are open to doubt, but we can only take the official 
figures and assume them to be correct. This year a 
higher level of rejections was reached. Of the 97 cases 
no fewer than 56 passed, or 57.73 per cent., and 41 failed 
(42.27 per cent.). As there were in addition 95 who were 
rejected but did not appeal, it is only fair to infer that 
this group also contained a percentage of normal-sighted 
people, most of whom would be unable to get another 
appointment on account of the defect alleged to be present. 
This is a very unsatisfactory state of things. The Board 
of Trade, representing the largest maritime nation in the 
world, employs examiners so untrained and tests so bad 
that, according to its own showing, over 57 per cent. of 
those who appeal are wrongfully rejected. Moreover, if 
certain tests in the hands of certain examiners lead to the 
rejection of normal-sighted people, it is certain that the 
opposite will occur, and that colour-blind people will be 
passed as normal. The Holmgren test, on which the 
Board of Trade relies, is not to be trusted. A good half 
or more of those dangerously colour blind can pass it with 
case, and nearly all can pass it if they are coached in it 
for a few days previous to the examination ; any matching 
test will certainly cause the rejection of many normal- 
sighted people, especially the Holmgren tests. It cannot 
reasonably be doubted’ that many accidents ‘are caused 
by colour-blind look-outs at sea, but as the Board of Trade 
refuses to’ examine the’ sight’ of “men ‘concerned ‘in 


collisten' ‘cases ‘at- sea, it detlares itself officially unaware | 


that any such accidents have taken place. As was pointed 





out in commenting on the report of the Departmental 
Committee appointed to investigate the whole question 
of the sight tests, it whitewashed the Holmgren test, 
but it had to be admitted that some cases could only 
be caught with a lantern, and a new lantern of sim- 
plified construction, dsemed suitable for the use of un- 
trained examiners, was recommended. The report we are 
now considering states that “steps are being taken to 
carry into effect these alterations m the tests at the 
earliest practicable moment” (that is, the recommenda- 
tions of the Departmental Committee). Although one or 
two of these suggestions are good, particularly that as to 
the employment of an expert examiner, yet the net result 
is not likely to lead to any great improvement in the 
present state of affairs. The colour-ignorance test is 
based on the assumption that a man whose intelligence is 
such that he aspires to be an officer in the mercantile 
marine may yet be so ignorant that he does not know that 
red is red or green green. As well might one invent a test 
to see if such a person knows the difference between water 
and land. If a man calls red green it is because the colours 
appear to him to be similar, and is certainly not due to 
ignorance of such a glaring type that he knows not that a 
field of grass is green or a fire engine red. The recent 
Departmental Committee has not settled the matter, and 
sooner or later it will have to be reinvestigated. Onc 
result of such reinvestigation will be that the official) 
examiners will be men who know something about the 
physiology and pathology of the eye, and whose findings 
will not be found to be wrong in upwards of 57 per cent. of 
the cases which appeal after rejection. 


MEDICAL TERMS IN THE NEW ENGLISH 
DICTIONARY. 
Tue first term with distinctively medical relationships 
that meets the eye in the new portion of the Ozford 
English Dictionary' is senna, which comes to us through 
the Latin from the Arabic sana, a shrub of the genus 
Cassia. The name, however, is also given with defining 
words to shrubs of other genera with similar medicinal 
properties ; such are bastard senna, bladder senna, Chili 
senna, and wild senna. The senna of the pharmacist is 
the Cassia one, and is distinguished as Alexandrian, 
Arabian, Indian, or Tinnevelly senna. It is employed as 
a cathartic and emetic, and the detestation with which it 
is regarded in the youthful mind is reflected in such 
a quotation as that from Godwin (in his Caleb Williams. 
1794): “I shall hate you as bad as senna and valerian ” ; 
but Lord Chesterfield in one of his sagacious and 
worldly-wise Letters to his Son, advised “ chewing a little 
rhubarb, when you go to bed at night, or some senna tea 
in the morning”; who, indeed, does not know the virtue 
of a “dose of calomel, followed by a senna draught in the 
morning” for the stirring up of the lazy liver? Turning 
over the pages we come to sensation, a word which, we 
are reminded in a quotation from Allbutt’s System oj 
Medicine, is a popularly employed synonym for the aura 
epileptica, and sometimes for the minor attacks them. 
selves. The Dictionary is, thanks to Dr. Henry Bradley, 
who is responsible for the present part, well abreast of 
modern science, for under sensitization we find the ex- 
planatory quotation that “in the view of Bordet and the 
French school generally, the action of the immune bedy 
is a sensitization.” The word sensoriwm has passed 
through some interesting phases. It meant at one time 
the brain as the organ of mind and the centre of nervous 
energy; then “that part of our brain in which our mind 
does principally reside,” as Porterfield described it in 
1737; and now its more restricted signification is “the 
percipient centre to’ which sense-impressions are trans- 
mitted by the nerves.” It is also used “playfully ic 





14 New’ English® Dictionary on Historical, Prindijles. Senatori- 
Several (vol. viii) by Henry Bradley. Oxford, at the Clarendon Press: 
Henry Frowde. Double Section, 5s. October Ist, 1912 
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‘non-technical writing” for brain or mind; and an illus- 
‘trative quotation comes from Sterne’s Tristram Shandy 
(1759): “The ringing of the bell, and the rap upon the 


‘door, struck likewise strong upon the sensorium of my - 
‘uncle Toby.” But it also has a figurative use, as in Sir - 


Isaac Newton’s grand conception of infinite space as “‘ the 
Sensorium of the Godhead,” and in Macgregor’s apt and 
‘delightful definition of the tiller as the “ delicate and true 
sensorium of a boat.’ Dr. Bradley resembles the good 
surgeon in the small space he allows for sepsis, only five 
lines; but is he right in classifying it as a word not fully 
naturalized? It is news to us that: septic acid is an 
obsolete term for nitric or nitrous acid, and that septon 
was once the name for nitrogen, ‘from its being regarded 
as the agent in putrefaction”; but if we knew all these 
things there would be less need for the New English 
Dictionary. “Other medical terms, over which we must 
not linger but which are all interestingly dealt with, are 
septuplet (a doubtful occurrence), septwm (in an ana- 
tomical sense), sequela, seralbwmen, sequestrum, serene 
(as in Milton’s well-known “ drop-serene”’ or gutta serena), 
the big group of the sero- compound words, such as sero- 
therapy, sero-pus, etc., serpiginous, serre-fine, serre-nocud, 
sesamoid, and seven-days disease (a kind of tetanus). 


CITIZENS IN THE MAKING. 

From Winnipeg comes a report on the reclamation of 
children, full of lessons for social workers in this country.! 
The work is in the hands of the judge of the Juvenile 
Court, Mr. F. J. Billiarde, B.A., who writes with abounding 
enthusiasm, sympathy, and clearness of vision. He shows 
that there is in the flotsam and -jetsam of the juvenile 
population a potentiality for good, needing only suitable 
treatment for its development. All agree that for the 
individual to attain good, effort is needed ; that reputable’ 
citizens do not grow up by chance, but must be trained. 
The converse proposition, that bad citizens only become so 
by an effort, is not so readily grasped. The implication in 
‘‘Satan finds some mischief still for idle hands to do,” is 
that the idle slide without effort into vice and crime. But 
Judge Billiarde contends that the criminal is made and 
manufactured, just as the good man is moulded and trained. 
Take away bad influences, or remove the child from them, 
and potential criminals become useful citizens. Of 500 cases 
which passed through the Juvenile Court, only 17 proved 
‘beyond control. Many of the cases investigated were 
merely school truants, but in many physical defect or 
‘incapacity was at the root of the truancy, and medical 
attention cured many cases which scholastic severity 
would have aggravated. The importance of methodical, 
regulated play is emphasized. Too often the street is the 
child’s only playground. In Manitoba playgrounds in 
the charge of competent playmasters have been pro- 
vided. Whilst Juvenile Courts are said to mark the 
icentury’s greatest advance in judicial procedure, the 
‘employment of amateur probation officers is strongly con- 
idemned. The report is profusely illustrated, shows the 
many agencies which can be brought into action to make 
the most of the raw material of citizens, and deserves the 
attention of all interested in the welfare of the country 
iand its children. 


GUNSHOT WOUNDS OF THE SPLEEN. 
‘In an instructive monograph on this grave form of inj ury, 
‘M, Maurice Guibé* gives notes of 108 cases, including 
several under his personal observation. It is remarkable 
to find how, thanks to surgical boldness and modern 
‘technique, patients with the most complex injuries havo 
been saved. Thus out of 15 cases of wounds of the spleen, 
alone or associated with damage to the adjacent kidney, 





1 Annual Report of the Supeiiniend2nt of Neglected Children for 
the-Provinee of: Maniteba, 1912. F. J. Billiarde, Attorney-Gesneral’s 
‘Department; Fagislative Buildings, Winnipeg. (Pp. 148;  illustra- 
\tions 44.) 
| 2 Revue de gynéc. et de céda~e7g. e3dom., May and June, 1912, 





in which the track of the bullet passed through the thoracic . 
cavity, and splenectomy was performed, 5 patients were , 
saved. Out of 3 of the same class in which the wound in . 
the spleen was sutured, 1 recovered, and 1 out of 4 in , 
which the wound was packed with gauze was saved. - 
Complex intra-abdominal lesions, with injury to the ~ 
thorax as well, showed, as. might be expected, a 
very high mortality, 23 out of 29 patients being lost. 
The most instructive series is the group of uncom- . 
plicated injuries collected. M. Guibé defines this group 
as purely abdominal wounds with lesions of the dia- 
phragm but no damage to the adjacent pleura. With | 
wound of the spleen alone, it is most encouraging to find 
that of the 23 cases in this subdivision 16 were saved. 
The spleen was removed in 15 cases with 12 recoveries; 
3 out of 5 cases in which the splenic wound was closed by 
suture were saved, but 2 out of 3 in which the wound was 
packed ended fatally. The parietal incision was median, 
lateral, subcostal, or thoraco-abdominal. The immediate . 
cause of death in the fatal cases was haemorrhage in 4, 
peritonitis in 2, and tetanus in 1, Under the main group | 
of purely abdominal wounds, complex lesions of other 
viscera showed a lower mortality than the corresponding 
series in which the thorax was also involved. Splénec- 
tomy was practised altogether in 55 cases of gunshot 
wounds of the spleen, simple and complicated, with - 
28 recoveries and 27 deaths, and altogether it seems the 
safest treatment even in complicated cases. Guibé 
definitely states that in not a single fatal case in his 
series was the death of the patient due to the surgical 
operation. In the remaining fatal cases‘no other treat- 
ment, suture, packing of the wound, cauterization or non- 
surgical, couid have prevented an unsuccessful issue. He 
finds that the finishing steps of the operation after the 
pedicle of the spleen is secured are to be duly considered. | 
Experience shows that wounds of the diaphragm, however 
small, must be carefully sutured and the pleura similarly 
treated in every kind of case where it is involved in the 
gunshot wound. Blood effused into the peritoneal cavity 
must be thoroughly removed save when the patient’s con- 
dition is very unsatisfactory. When a tract of peritoneum 
has been ripped up, leaving a wide oozing raw surface, 
the damaged area should be packed and drained. Drainage 
is, of course, necessary when the peritoneum has. been 
soiled with the contents of the alimentary canal, and 
Guibé finds that it is best to make a suprapubic incision in 
the parietes so as to drain Douglas’s pouch. The head of 
the bed must be well raised. In direct wounds of the 
spleen, where the bullet has not damaged the hollow 
viscera, drainage of the peritoneal cavity after removal of 
the injured organ may often be dispensed with. 


DR. RODDICK AND THE DOMINION MEDICAL ACT. 
At the forty-fifth annual meeting of the Canadian Medical 
Association, held in Edmonton, Alberta, Dr. T. G. Roddick 
was elected for life honorary president of the association 
in recognition of his distinguished services in promoting 
and carrying to a successful issue the Dominion Registra- 
tion Act. In his inaugural address the president, 
Dr. Mackid of Calgary, sketched the history of Dr. 
Roddick’s work for Dominion registration, and said that 
he was only expressing the sentiments of the whole pro- 
fession in Canada when he said that it owed a deep debt 
of gratitude to Dr. Roddick, who had been the direct 
means, and in a sense the only means, by which this 
beneficent law had been placed on the statute book. 
“We realize,” he continued, “what a vast amount of 
time and energy he has expended on this work; how, 
indeed, he has given many of the best years of his life to 
it. And in thanking him we desire to record, not alone 
our appreciation of the work he has done, but also 
of the sacrifice it has cost him. If it is, in his eyes, 


any reward that the profession throughout the country 
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feels grateful to him for his work; if it is to him any 
gwatification that the whole of Canada has learnt to 
call this bill the ‘Ro@dick Bill’; if it is any pleasure to 
him to realize that every member of the profession, 
thinking of this task which he has accomplished, looks up 
“to him with respect largely mixed with affection, let him 
be assured that all this is true. It is an achievement 
which perhaps no other medical man in Canada could 
have brought to pass. The task of reconciling so many 
diverse and even warring interests in the various provinces 
of the Dominion ; of overcoming prejudice, and of bringing 
together. those of dissimilar views, was only to be ac- 
complished by a man whose professional reputation was 
high from East to West, and whose tact had become 
almost proverbial from East to West. People not only 
gave him affection; they gave him respect. It was 
the combination of qualities of head and heart in 
him which finally brought this great matter to a 
successful conclusion. One of the chief privileges of my 
office this year lies in the opportunity which it affords me 
of thus giving public expression, on behalf of the associa- 
.tion, to the gratitude which we all feel towards Dr. 
Roddick.” The first meeting of the Dominion Medical 
Council is to be held this month, and it is hoped that by 
next May the preparatory work will be complete, and the 
new arrangements in full working order. _When this has 
been accomplished it will be possible for a medical 
practitioner who hag passed the examination prescribed 
by the Dominion Medical Council to practise in any 
province in Canada, instead of, as at present, only in the 
province or provinces where he has satisfied the require- 
ments of the respective provincial medical councils. The 
value of the work which Dr. Roddick has done in this matter 
is fully appreciated on this side of the Atlantic, and members 
of the medical profession in. Great Britain will join their 
brethren in Canada in congratulating Dr. Roddick. 


BART’S IN THE FIFTIES. 


In the October number of the St. Bartholomew's Hospital 
Journal Mr. K. Macfarlane Walker gives an interesting 
account of a conversation which he had with Dr. J. 8. 
Edye, who was a student at the great Smithfield hospital 
fifty-five years ago. He met Dr. Edye by chance in Buenos 
Aires, and lured him into talking of his old school as it was 
in his day. When Dr. Edye entered in 1857 Lawrence 
was surgeon and lecturer on clinical surgery. Paget was 
assistant surgeon and lecturer on physiology and patho- 
logy. Skey lectured on anatomy, and Holden, Savory, 
and Tom Smith were demonstrators. Of the lecturers the 
finest was Paget, who, though he spoke quietly and with- 
out any attempt at oratory, held his audience spellbound. 
Skey was popular with the students, and always prepared 
himself for his lecture with a glass of port. Lawrence was 
remarkable for his cold, unemotional temperament; nothing 
ever ruffled the calm of his bearing. It is related that on 
one occasion when he was making his round, Stanley, 
who happened to be in the same ward at the time, was 
suddenly taken ill. Lawrence was just on the point of 
leaving the ward when he was called to render assistance, 
to his colleague. He accordingly went back and care- 
fully examined the stricken man, the students crowd- 
ing anxiously around. When he had completed his 
examination Lawrence said, “ Gentlemen, Mr. Stanley is 
dead ; we will now proceed with the next case.” Lawrence 
-lectured at the inconvenient hour of 8 in the evening, 
and he spoke in a low voice, which made it difficult to 
catch his words. Once the noise made by a convivial 
party which had established itself in the gallery of the 
lecture room drowned his speech altogether. After a 
time one of the studious front bench men interrupted the 
lecturer with a request that he would ask the gentlemen 
in the gallery to make less noise. “Gentlemen?” said the 
undisturbed, Lawrence, looking round the gallery, “ Gentle- 





men? Really, I don’t seen any.” The surgery of the 
period was limited, consisting mainly of amputations and 
cutting for stone. Washing the hands before.an operation 
was entirely optional. Two forms of dressing were in 
common use—lint spread with lard, and lint, spread with 
unguentum resinae. The operation wound was exposed at 
the end of twenty-four. hours, and if .there were no signs 
of irritation around the sutures, the dressings were 
reapplied. If, on the other hand, signs of inflammation 
were visible, the wound was opened up and the character 
of the pus carefully noted. The subsequent appearance of 
even a cupful of “laudable pus” did not disturb the 
operator’s tranquillity of mind. A poultice was applied 
and a favourable prognosis was given. If, however, the 
pus had a greenish appearance, or was streaked with 
blood, the surgeon shook his head and proceeded with the 


next dressing. 


PICTURES OF GUY’S HOSPITAL. 

WE have received from Messrs. W. H. Beynon and Co., of 
Cheltenham, a series of collotype reproductions of sketches 
of Guy’s Hospital. The sketches are by Mr. Hanslip 
Fletcher and bear evidence of recent execution, inasmuch 
as they show details of the very latest alterations of and 
additions to the hospital buildings. Great changes have 
been made in the structure of the hospital during the last 
twenty years, and old Guy’s men often declare that they 
cannot find their way about when they revisit their old 
school. ‘These drawings, however, indicate that the main 
architectural features of the original buildings still 
dominate the place, and that the rebuilding schemes have 
been carried out with due regard to ancient traditiors. 
The sketches will appeal equally to the student of to-day 
and the practitioner who learnt to love the old-world 
features of the hospital fifty years ago. The sketches 
were made in the spring and early summer, and give 
prominence to the well-grown trees in the “ Park,” which 
are such a pleasant surprise to the stranger entering the 
hospital for the first time from the densely-crowded 
thoroughfares which surround it. There are eight pictures 
in all, dealing for the most part with exterior views, of 
which the most popular will probably be the Front Quad- 
rangle, as being the most characteristic part of the original 
building planned by Guy himself. The series as a whole 
is well designed to bring to the memory the everyday 
scenes familiar to all who have worked at Guy’s. They 
have considerable artistic merit and are well reproduced. 
Guy’s men all over the world will like to have and to keep 
these pleasant mementoes of their Alma Mater." 


THE RULE OF THE ROAD. 
Since one advantage of travel is change of scenery and 
habit, the increasing sameness of life in all large towns is 
possibly a matter for just regret. Nevertheless, one of the 
few remaining marked differences between English and 
foreign towns might disappear, with advantage to everycne. 
This is in regard to traffic: in these islands, as everyone 
knows, traffic follows the left-hand side of the road, the 
drivers sitting on the right-hand side of their vehicles, and 
when travelling in opposite directions passing one another 
right hand to right hand; while abroad, precisely the 
opposite practice has hitherto obtained. How either rule 
arose it is difficult to say; possibly the foreign rule is a 
survival from the tilting-yard, wherein jousters approached 
one another guard (or shield) arm to guard arm, the same 
considerations also originating the practice of foot 
passengers keeping each to the right of his own line of 


‘progress. Provided that in either case the driver sits on 


the side of his vehicle furthest away from tlie footpath on 
his own side of the road, and is thus in a position to 
gauge with precision the distance between the wheels of 





1 Messrs. Beynon’s address is St. Alban’s» Lodge, Hewlett Street, 
Cheltenham, and the price of the set of eight drawings is 31s. 6d. 
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his own carriage and that of any other which he is 
meeting and passing, the arguments in favour of 
these converse rules may be regarded as having 
remained fairly well balanced so long as horse-driven 
vehicles were alone concerned in the question. But 
-with the introduction of automobile vehicles the 
whole situation changed: It is essential that a chauffeur 
should have his best arm free for the work of con- 
trolling his brake and gear levers, and this fact was 
‘tacitly recognized even by the earliest of French builders 
of automobiles, with the result that they placed the 
gearing on the right-hand side of the chassis and the 
chauffeur's seat on the right hand also. This fact at once 
weighed down the balance in favour of the English rule 
.of the road, since obviously a driver seated on the right- 
hand side of his carriage is not in the best position to 
gauge how much space there is to spare when passing a 
vehicle to his left. In consideration of this fact, a com- 
mittee officially appointed in France to consider the traffic 
-rezulations has decided, it is understood, to recommend 
adoption of the English rule of the road. If France thus 


takes the lead in the matter, it seems quite probable that 


the International Tourist League may persuade all Con- 
tinental countries to fall into line. As a matter of 
practical politics, no one is likely to regard the change as 
objectionable, but academically the ambidextral enthusiasts 
may possibly consider the French argument a slur upon 
their faith. They will be entitled to a certain measure of 
sympathy, since, so far as anatomy is concerned, there is 
little or nothing to show that their belief is ill-founded. 
Nevertheless, the fact remains that the great majority of 
mankind habitually uses one hand more than the other. 
According to Professor Smith, one of the greatest authorities 
on the history of man, superiority of one hand is as old as 
mankind and is one of the factors incidental to the evolu- 
tion of the particular class of animal represented by it. 
Why precisely the right hand was chosen by the majority 
of mankind Professor Elliot Smith recently expressed 
himself unable to determine, though scores of anatomists 
and others have been ready with explanations. Possibly 
some slight mechanical advantage in the circumstances of 
a limb, or even some factor affecting the motor area of the 
left side of the brain, by which the right side of the body 
is controlled, may have inclined the balance in favour of 
the right arm’; and the forces of heredity have continued 
to perpetuate a tendency early imprinted on man’s struc- 
ture. It is true, of course, that some people are born, so 
to speak, left-handed, but this circumstance Professor 
Elliot Smith suggests may be explained by the assump- 
tion that originally half mankind was left-handed, half 
right-handed, and that the former condition was either 
recessive in- the Mendelian sense, or some infinitesimal 
advantage accrued to the right-handed members of the 
original community, and led in time of stress to these 
being spared in preference to the left-handed individuals. 
This in its turn led to the left frontal convolution of the 
brain becoming more educated than its fellow on the 
right, and thus eventually to its becoming chiefly concerned 
in the exercise of the faculty of speech. 


“FICTION ABOUT HOSPITALS.” 
Unper this heading an article appeared in the Britisu 
MepicaL JournaL of September 28th, in which attention 
was called to a particularly ignorant and mischievous 
attack on hospitals which had been published in a recent 
number of Cassell’s Magazine of Fiction. We are assured 
that the article appeared through an unfortunate over- 
sight, and we have received a copy of the current issue of 
the magazine referred to in which Mr. H. Norman 
Barnett, of Belfast, replies to the charges made by the 
writer of the article upon which we commented. This is 
-satisfactory as far as it goes, though, as always happens 
in such cases, many have doubtless absorbed the .bane 


‘youth. 





‘who will not receive thé antidote. It is unnecessary 


to go over the same ground again. There are one 
or two points, however, made by Mr. Barnett on 
which a few words may be said. He vindicates the 
character of the medical student, and tells the story, 
of a girl in a hospital with which he is connected who 
for many years had required a surgical appliance for 
which her family could not pay. On learning this 
the student who was dresser to the case collected from 
his fellows and some of the staff a sufficient amount to 
pay for the appliance. To this we could from our own 
recollection add innumerable instances of the sympathy 
for suffering which the medical student hides under 
a careless, or it may be gruff, exterior. He has a horror 
of appearing sentimental, and would blush to find that 
the good he does by stealth has brought him fame. The 
medical student is not a plaster saint, his language is 
occasionally highly seasoned, and his behaviour may some- 
times be a trifle noisy. All this is after all only the 
effervescence of the high spirits natural in healthy 
Thirty years ago this was much more con- 
spicuous than it is in these days, when the night- 
mare of an impending examination almost constantly 
haunts the student. Yet, even in the rough time of 
which we speak,’ we have known-—not once or twice, 
but often—students buy out of a slender purse food 
for poor women to whom they had ministered in their 
hour of travail, and sweets for children, and subscribe 
to little funds for destitute patients. When blood has 
been wanted for transfusion, volunteers could always 
be found in plenty. ‘The writer of the article spoke of 
patients being “mauled about by incompetent youngsters.” 
This recalls an incident which happened within our own 
knowledge. A certain famous physician of former days, 
who himself concealed a heart of gold under a some- 
what blusterous exterior, was a terror to his young 
assistants from his habit of personally verifying all 
the physical signs recorded in the notes; and if 
the notes were not accurate, the house-physician 
was made a fixed figure for the scorn of the time the 
visit lasted. Coming one day to the bed of a woman 
very ill with double pneumonia, the great man listened 
to the notes with his usual attention. At the end he said, 
“Mr. -——, did you examine this patient in the usual 
manner?” The answer being in the affirmative, the 
question was further pressed, “ Did you make her sit up 
in bed and examine the back?” “ Yes, sir.” ‘ Then,” 
thundered the chief, “ you should be ashamed of yourself!” 
The point about the story is that the house-physician, 
secing how ill the patient was, had supplied the necessary 
imperfection of his examination by what John Tyndall 
would have called the scientific use of the imagination. 
The moral is plain, but we commend this true story to the 
attention of all writers of fiction about hospitals. 


REPRINTS. 
WE received last week, too late for insertion, a letter from 
Dr. W. Blair Bell pointing out the inconvenience experi- 
enced by those who wished to bind together reprints of 
papers bearing on the same subject owing to the fact that 
the various journals and societies do not use the same or 
even approximately the same size and shape of paper. He 
suggested that a common international standard of size 
should be adopted. The existing variation is well illus- 
trated by a volume of collected papers from the Depart- 
ment of Pathology in the University of Oxford (1909-11), 
issued early this year. It contains fourteen reprints, the 
pages of which vary in dimensions from 83 in. by 5} in. to 
something over 10} in. by 8in. The last is a reprint from 
the Philosophical Transactions of the Royal Society of 
London, and has been a little cut down by the binder. Dr. 
Blair Bell believes that “it would be quite simple to make 
universal an international size such as that adopted by the 
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Royal Society and the Royal Society of Medicine—namely, 

10 in. by 7 in.”—although he thinks 10} in. by 7} in. would » 
be better, allowing the } in. for trimming by the. binder. 

This is not the first time that the difficulty put in the way 

of classifying reprints for binding together by the varia- 

tion in the size of the pages has been pointed out, and if 

we remember right, a determined effort was made in 

America to bring about uniformity, but not, we believe, 

with anything approaching complete success. The matter 

is, indeed, not quite so simple as it looks; the Royal 

Society has two sizes. The size of reprints from” 
the Transactions has been mentioned. Reprints from > 
the Proceedings measure 6} in. by 10 in. The 

abstracts for the meetings are on a page measuring 

about 5in. by 8in. Again, if we take the page of the 

British Mepicat Journat and of the Lancet, we find that 

the reprints of both could be made in double column on 

paper a little larger than Dr. Blair Bell suggests ; in single 

column, which is generally preferred for reprints, we 

should have, if paper so large were used, a neat rivulet 

of type meandering through a meadow of margin with, 

as the necessary consequence, increase in cost and in bulk. 

Reprints are at present made from these two journals and 

from the majority of British and foreign journals in a 

single column on an octavo page. In the case of the home 

journals the page measures about 5} by 8@ in., a little 

more or a little less, and the French journals as a rule are: 
about the same size. The page used for reprints from the 

Centralblatt fiir Bakteriologie, and some other German 

periodicals, is about 9} by 6}in.; in the case of some 

others it is rather smaller than that used by the 

British and French journals. Meanwhile we may sug- 

gest that the difficulty may be turned by filing reprints in 

portfolios. This plan would probably be cheaper than 

binding, and has the advantage of rendering it possible 

to keep a collection of reprints on any subject up 

to date, and to classify and subdivide them as the subject 

grows. 


THE CHIEF SURGEONSHIP TO THE METROPOLITAN 
POLICE. 
THe vacancy in the office of Chief Surgeon to the Metro- 
politan Police, caused by the lamented death of Mr. 
Clinton Dent on August 26th, has not yet been filled, and 
no decision is, we understand, likely to be reached until 
after October 21st. Mr. Clinton Dent, in 1904, succeeded 
the late Mr. A. O. Mackellar, surgeon to St. Thomas’s 
Hospital, who was appointed in 1885 on the resignation of 
the late Mr. Timothy Holmes, surgeon to St. George’s 
Hospital, who had held the appointment for twenty years. 


On Tuesday, September 24th, Dr. James Pearse was 
presented by the members of the Trowbridge Division 
with a cheque which had been subscribed to by practically 
every member of the Division. Dr. Trevor Shorland, 
Chairman of the Division, in making the presentation, 
spoke of the time and work which Dr. Pearse had given 
for many years past to the secretarial duties of the 
Division, and especially to his work in the past year on 
the State Sickness Insurance Committee. Subscriptions 
were, in almost every case, accompanied by letters 
expressing appreciation of Dr. Pearse’s services in the past 
and hope that he would for many years continue to act as 
Divisional Secretary. 





THE first meeting of the Child Study Society will be 
held at the Royal Sanitary Institute, Buckingham Palace 
Road, on October'17th. During the session two meetings 
will be held for the consideration of the Montessori system, 
one on November 15th, to be presided over by Mr. R. 
Blair, Education Officer, London County Council, and the 


- other, on the following day, by the Right, Hon. Sir John A. | | 


Coekburn, K.C.M.G., M.D 


Me semen 
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‘The Autumn Sittings of Parliament began on Monday, and 
the novel experiment of reassembling on the first day of 
: the working week proved a success, in spite of the gloomy 
forebodings that the inconvenience of the day would 
oblige members from a distance to miss the sitting. The 
attendance in the Commons was indeed large, in spite of 
a relatively poor show on the part of the Labour Party 
‘and the Opposition. In the Lords, as the business was 
purely formal, the attendance was not large, and the 
Upper House sat for less than half an hour. In the 
» Commons only a few questions were asked, chiefly relating 
to the Balkan crisis, foot-and-mouth disease, the loss of 
submarine B 2, and the Insurarce Act. After questions 
and a statement on business ty the Chancellor of the 
Exchequer, in the absence of the Prime Minister, the 
House proceeded to discuss the Réport of the Titanic 
Commission. The debate was full of interest, and in face 
of two motions for the Closure, which the Speaker declined 
to put, the speeches went on till 11 o'clock, when the 
House adjourned. : 


The Course of Business.—Speaking for the Prime Minister, 
Mr. Lloyd George stated that Tuesday and Wednesday 
would be given up to the debate on the report and third 
reading of the Temperance (Scotland) Bill, and for this 
‘purpose the eleven-o’clock rule would be suspended. 
‘Thursday would be devoted to the closure resolution of 
the Home Rule Bill, and on Friday a motion would be 
submitted for the appointment of a Select Committee to 
consider the Marconi contract. After the Home Rule Bill 
closure is passed the Government will take the whole time 
of the House in order to have a reasonable chance 
of passiug their ‘proposals. With Home Rule, Welsh 
Disestablishment, and the Franchise Bili all to be passed 
before the session ends, the prospects are that March will 
be reached before Parliament can rise. Some odd scraps 
of time will be utilized to help on such measures as the 
Mental Deficiency Bill and one or two others that have 
passed through the Grand Committee. There will also be 
certain necessary bills which must be passed’ before the 
session can be closed. Everything points to a long and 
strenuous struggle up to Christmas, and an almost equally 
busy time for the opening months of next year. 


The Insurance Act was the subject of many talks in the 
- Lobby and members are strongly interested in the dispute 
between the doctors and the Chancellor. One of the first 
questions asked in the House was with reference to ‘the 
Act and the order-paper contains some dozen ‘other ques- 
tions to be asked on early days. So far the honours in 
the struggle are with the British Medical Association, but 
the power of the friendly societies for political purposes is 
so great that many members consider that in the end the 
societies will prove too powerful for the doctors. What- 
ever Mr. Lloyd George may decide to do he will have 
plenty of difficulties to surmount in the next few months. 


National Insurance Act. 
Health Insurance Contributors. 

Mr. C. Bathurst asked the Secretary to the Treasury, 
how many persons had now joined approved societies for 
the purposes of health insurance under the National In- 
surance Act; what proportion did these represent of the 
total number of employed contributors in the Kingdom ; 
and how many of them were women? Mr. Masterman 
said that he had no exact figures additional to those given 
before the recess, which estimated about ten and a half 
million members as having then joined approved societies. 
Further information would require-a circular to about 
20,000 approved societies and branches ;--but he hoped tha 
when the first quarter’s cards were returned by the 
societies to be able to give more exact numbers, 


The Milk and Bill is, to be introduced shortly by 


‘thé Président of the Local Government Board, .,.. 
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LONDON. 





DEMONSTRATIONS AT THE RoyaL COLLEGE OF SURGEONS. 


THE museum demonstrations at the Royal College of . 


Surgeons of England will be resumed on Friday next at 
5 p.m., when Professor Arthur. Keith will discuss and 
exhibit specimens of defective growth, including a skeleton 
of a boy who suffered from the disease described by Mr. 
Hastings Gilford under the name of progeria, and of a 
child the subject of infantilism. -On October 25th, at the 
same hour, Professor Keith will demonstrate a number of 
specimens recently added to the museum, and on Novem- 
ber lst specimens illustrating the comparative anatomy of 
the caecum and appendix, of the gall bladder, of the thyroid, 
and of the tonsil. On Mondays, October 2lst and 28th, 
Mr. S. G. Shattock will demonstrate specimens illustrating 
diseases. of the genito-urinary organs, and on Monday, 
November 4th, specimens illustrating diseases of some of 


the ductless. glands; Mr. Shattock’s demonstrations will : 
be given at5 p.m. on each day. On Wednesdays, October : 


25rd and 30th, Mr. J. F. Colyer will demonstrate John 


Hunter’s specimens illustrating the formation and growth : 
of teeth and the natural history of the human teeth, and, 


on ‘November 6th specimens illustrating periodontal 
disease in man, wild animals in captivity, and domesti- 


cated animals. Mr. Colyer’s demonstrations will be given 


at 5.30 p.m; on each day. 


Tue Mepicat Society oF Lonpon. 
The winter session of the Medical Society of London 


will be opened by a general meeting at 8 p.m. on Wednes- 


day next. The President, Sir Watson Cheyne, will give 
an introductory address dealing with the early history of 
the late Lord Lister at 8.30 p.m., and this will be fol- 
lowed. by a paper on a case of anaemia of the pernicious 
type with acholuric jaundice by Drs. Poynton and Pedler. 
A clinical meeting will be held on October 28th, when 
papers will be read on hedonal anaesthesia, and discussions 
have been arranged on respiratory neuroses, to be opened 
by Dr. Samuel West, on November llth, and intestinal 
stasis to be introduced by Mr. Arbuthnot Lane on Decem- 
ber 9th. The Letisomian lectures will be given by Mr. 
James Berry, F.R.C.S., on February 5th and 19th and 
March 4th; the subject selected is the surgery of the 
thyroid gland, with special reference to the exophthalmic 
goitre. The anniversary dinner will take place at the 
Hotel Metropole, on March 5th. 


Tse M.O.H. anp THE M.O. To THE Port or Lonpon. 

The Court of Common Council of the City of London, at 
a meeting on October 3rd, had under consideration the 
question of the salary to be allotted to the next occupant 
of the post of medical officer of health in the city, which is 
shortly to become vacant. . The Officers and Clerks Com- 
mittee submitted a recommendation that the pay should 
be £300, rising to. £1,000, but an amendment 'to the effect 
that the initial salary should be £1,000 a year was moved 
on the ground that the occupant of the post had always 
been a man of professional eminence, and that the lower 
salary suggested would not now attract a man of like 
character. The amendment was adopted, and it was also 
resolved to raise the pay of the medical officer of the Port 
of London'to £1,000. 


LaMBETH TUBERCULOSIS D1IsPENSARY. 
The Lambeth Borough Council has decided to establish 
a municipal tuberculosis dispensary. ‘Two schemes were 


submitted to the council at the meeting on October 3rd— ° 


one estimated to cost £1,000 a year, and the second £671. 
The council chose the cheaper scheme, which provides for 
a medical tuberculosis officer at £300 a year; a trained 
nurse, £80; and medicine, £100. The remainder is 


swallowed up in establishment charges. The initial’ 


cost was estimated at £200, It was anticipated by the 
Public. Health Committee that substantial assistance 
would he forthcoming from the Insurance Fund. Mr. 


W. Gough Cook said, from his experience on the Metro-° 
politan Asylums Board, he doubted whether it.was possible. 


to obtain the servides of an expert- tuberculosis medico-for 





£300 a year:- The duties were of a special nature, andthe - 


Insurance Commissioners fixed the commencing salary at 
£500. Mr. J. E. Wood, the Chairman of the Public Health 
Committee, said they were prepared to pay an initial 
salary of £500 if necessary. At the present time 3,000 
patients living in the borough had been notified as 
suffering from tuberculosis. : 


Tue PrRoyIsIonN AND MANAGEMENT OF SANATORIUMS. 

At the meeting of the Metropolitan Asylums Board, on 
October 5th, letters from the Lewisham, Bermondsey, 
and Poplar Borough Councils were read, stating that they 
concurred in the proposal that the provision and manage- 
ment of sanatoriums under. the Insurance Act should be 
entrusted to the Asylums Board. 

The Vice-Chairman (Professor W. R. Smith) thereupon, 
according to the reportin the Times, made the following 
statement: . 


That the Board had already adopted a resolution stating 
that they were willing and able to provide sanatorium 
accommodation for London and to place at the disposal of 
the authorities from 800 to 1,000 beds for that purpose. 
That number of beds. corresponded to the requirements 
of the Departmental Committee which dealt .with the 
subject. A conference of representatives of the various 
London boroughs had unanimously resolved that the 
Board was the proper body for the purpose, not only 
because it consisted of men who had for years devoted 
their attention to hospital administration, but because it 
already dealt with hospital provision for- infectious cases 
in London. Tuberculosis was now a notifiable disease, 
and it was felt by the representatives of the various 
public health authorities that in the interests of 
London that Board was the one of all others to 
make the provision necessary for that infectious dis- 
ease. Both the proper treatment of tuberculous cases 
and the question of expenditure were involved. In 
the Act of Parliament under which the provision 
had to be made there was a clause which imposed a dis- 
ability on the whole of the public health authorities in 
London. A subsection of Section 16 contained the words 
‘‘other than Poor Law authorities.’’ That was the diffi- 
culty with which London was faced owing to what he 
ventured to say was the improper inclusion of those words 
in the Act so far as London was concerned. Those who 
legislated, somehow or other, never realized what London 
government was. It was totally different from the govern- 
ment of any county or municipal borough in the provinces. 
The consequence was that they were faced with diffi- 
culties over and over again, and notably in this Act. 

London had at its disposal, practically immediately, 
1,000 beds for the proper treatment of tuberculous cases 
in admirable institutions; admirably officered, and under 
the administration of experts who had for years been 
devoting their time and attention to the proper administra- 
tion of infectious disease. But London was debarred from 
receiving the advantage by this unfortunate clause in 


‘the Act, and the peopie of London were not only 


debarred from the privilege of utilizing the material 
and institutions they. had,: but were face to face with 
the possibility ofan enormous waste of expenditure. 
In the Times of September 24th there appeared a 
sort of official report from the Sanatoria Committec— . 
a statement made by -the London .County Council. 
The Act came into force on July 15th, and on Sep- 
tember 24th, according to that official statement, sixty 
applications had been received for. sanatorium treatment, 
and of those about thirty-one had been dealt with in some 
way. He suggested that this was a positive scandal as 
far as the metropolis was concerned. Large numbers of 
patients were waiting to be treated, and although they 


‘had one thousand beds the Board were precluded from 


using them owing to this unfortunate clause. . The origin 
of the Board: was of a Poor Law character, but its work 
had enormously developed and increased since it came 
into existence, and at the present moment it occupied the 
position of a joint hospital board, in the sense that it pro- 
vided infectious hospital accommodation for the whole of 
the twenty-nine local authorities in. London. Why it 
should be stigmatized in this way in the Insurance Act 
and why London should be put to the risk of incurring 
enormous expense by the inclusion of such a clause he 
failed to realize. -He hoped the people of London would 
take the matter up and do their best to remove the 
disability under which they laboured. 


The Chairman (Mr. Dennis) said that obviously a dupli- 
cation of duties in this matter must lead to unnecessary 
expense. Work ‘of this “character would be discharged 
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much more economically by an authority with machinery. 
than by the setting up of a new authority. to deal with it. 
The letters were referred to a committee, 





Scotland. 
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DIPHTHERIA REGULATIONS IN EDINBURGH. 

TuE Public Health Committee of the Edinburgh Town 
Council has had under consideration a report from 
Dr. Williamson, M.O.H., expressing the opinion that 
whenever a case of diphtheria occurred in a household 
a swab should be taken from the throats of all the 
inmates of the house. By this method it was contended 
the disease would be detected in the incipient stage, and 
would be prevented from spreading. The difficulty of 
payment, however, stood in the way of this being done, 
but the committee decided that a fee of 1s. 6d. for every 
swab taken from the throats of members of a family in 
which a case of diphtheria occurred should be allowed to 
doctors in the city. 


VARIETIES OF TREES IN THE EDINBURGH Parks. 

An interesting paper was read at the last meeting of 
the Scottish Horticultural Association on Edinburgh’s 
park and other trees by Mr. Richardson, who. pointed out 
that though Edinburgh compared unfavourably with some 
other cities in the United Kingdom in the way of: street 
trees, there was a considerable variety of kinds which 
grew well in the parks and gardens, even in the most 
central parts of the city. Some of the pyruses, notably 
Pyrus intermedia, did well, and thorns and laburnums also 
bore the injurious effects of smoke fairly well, but none of 
these, although they were good park trees, were at all 
suitable for street planting, for which the so-called 
“London” plane (Platanus acerifolia) was the most 
suitable. Amongst the old trees there were still good 
specimens of the ash, beech, sycamore, and elm; but, 
curiously enough, a great many of the old elms were not 
the Scottish species (Ulmus montana) but the English elm 
(Ulmus campestris), or forms of it, and specimens of the 
latter species seemed to be doing well. The old beech 
trees were gradually disappearing, never to be replaced 
by others of the’ same kind,and the same was probably 
true of the birch. .Amongst the soft-wooded, broad- 
leaved trees, the white or Huntingdon willow seemed 
most promising, and, as a park tree, the white poplar 
(Populus alba) seemed to deserve some consideration. 


SMALL-Pox AT KIRKCALDY. 

No fresh cases of small-pox have occurred in Kirkcaldy 
since September 30th. The health authorities are, how- 
ever, engaged in fitting’ up the Philip Memorial Hall as 
an emergency hospital where suspected cases will be 
detained. 


EpInBURGH FRIENDLY SoctieTIEs’ NursinGc SCHEME. 

At a recent meeting of delegates of the Edinburgh, Leith, 
and District Friendly Societies’ Council, details of a pro- 
posed working scheme for a Scottish branch of Queen 
Victoria’s Jubilee Nursing Institution were submitted. 
The scheme provides that all those producing insurance 
books showing membership in societies assenting to the 
scheme would be attended, except in the midwifery cases, 
by nurses of the nursing associations who came into the 
scheme, under the directions—after the first visit—of 
registered medical practitioners. Such societies would 
pay 3d. a year in respect of each of their members 
resident in areas covered by the assenting nursing asso- 
ciations. The moneys so paid would be administered by a 
committee for each county or county burgh which would 
distribute the money so received among the nursing asso- 
ciations assenting to the scheme, in proportion to the net 
cost of the work done on behalf: of insured persons, or to 
the total expenditure by the different associations. The 
assenting societies wool be entitled to representation on 
the special committee for each county or county burgh 
area, provided a certain number of members, to fixed 
by each area, were being paid for in the county or county 





burgh. ‘The scheme, which will be reported to the various — 


lodges by the delegates, will be dealt with at the next 


_ quarterly meeting. 


MepicaL ConpDITIONS IN THE HIGHLANDs. . 

The Treasury Committee appointed to inquire into the 
adequacy of the medical service in the Highlands and 
Islands of Scotland will resume its inquiry into the 
adequacy of the medical, sick nursing, and hospital provi- 
sions this week. Meetings will he held at Bettyhill, Laing, 
and Rhiconich in Sutherlandshire, and the committee will 
then cross to Stornoway. Several days will be spent in 
the Lewes, where the difficulties under investigation are 
probably more acute than in any other district of the 
Highlands and Islands. Thereafter the Committee intends 
to goto Harris, Uish, and Skye, and to certain centres on 
the Western Mainland seaboard. ery: és 


New Hospirat ror OrPHAN Homes or Scoruanp. 

The feature of the bi-annual “ thanksgiving day ” at the 
Orphan Homes of Scotland, Bridge of Weir, was -the 
opening of the new Elise Hospital, given by Sir Thomas 
Glen Coats, Bart., in memory of his late wife. The 
hospital, which was formally opened by his daughter, Miss 
Glen Coats, is a handsome building in the Elizabethan 
style, situated on a commanding site. It consists of two 
main wards, each for fifteen patients, with additional 
single-bed wards for serious cases, and patients’ day-room. 
There is also a* matron’s room, nurses’ dining-room, 
operating theatre, z-ray room, and ophthalmic room. The 
hospital and equipment cost over £10,000. The front 
entrance forms a memorial porch with a marble bust of 
the late Lady Glen Coats and a monogram in bronze. 
The population of the homes at present is 1,700. Since 
the last thanksgiving, two years ago, 697 orphans and 
fatherless children have been admitted, and also 64 patients 
to the epileptic colony and 719 patients to the consumptive 
sanatorium. 


PracticaL Stupy oF TUBERCULOSIS. 

Arrangements are being made in Edinburgh to afford 
increased facilities for the practical study of tuberculosis. 
Courses of instruction, clinical and pathological, to last 
some eight weeks will be held; the first will commence 
on or about October 21st. Further particulars can be 
obtained on application to the Dean of the School of 
Medicine of the Royal Colleges, Bristo Place, Edinburgh. 
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MILK ComMISSION. 
Ir will be remembered that early in the year the Irish 
Milk Supply Commission was appointed to inquire into 
the alleged scarcity in the supply of milk in some parts of 
Ireland, and to report upon the causes of the deficiency. 
where it exists, its effect-upon the public health, and. the 
means whereby the deficiency can be remedied; also’ to” 
inquire into and report upon the’ dangers of contamination) 
and infection in the present milk supply, and the methods 
best adapted to guard against these dangers. As has been) 
reported from time to time, the Commission has held 
numerous sittings for the purpose of taking evidence in 
various towns throughout Ireland. ‘Last week. it com- 
menced a further series of sittings in Dublin, with Sir 
Stewart Woodhouse in the chair. The secretary of the: 
Irish Agricultural Organization Society stated that since 
he gave his evidence on a previous occasion he had been 
making inquiries into the alleged scarcity of milk, and 
had found that it existed all over Ireland. It was stated 
that one important cause was the ignorance of the 
labourers as to the food value of milk for their children ; 
consequently the demand was not sufficient to create 
a pone oe Hn Professor Craig, of the Royal Irish 
Veterinary College, Ballsbridge, described the great pre- 
cautions which he had seen taken in Denmark to keep the 
milk clean ; all the farms were inspected every month to see 
that the cattle were free from tuberculosis and éther affec- 
tions. These inspections were in the form of surprise visits 
at irregular intervals. He expressed the opinion that, 
speaking generally, the chief cause’ of the success of the 
Danish farmers was industry and co-operation, extremé* 
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Qleanliness in handling the milk, and care in heating it to 
prevent it from going wrong. Dr. Barrett of Melbourne 
said that in Australia the Talbot Milk Institute, which 
was started to forward the movement of a pure milk 
supply, pasteurized the milk for the first year, but, after 
that decided to supply pure cold milk collected under ideal 
conditions. The direct results of the system, which had 
been foHowed the last three years, were most gratifying, 
as the reduction in mortality has been very great; thoug 
pasteurization was better than neglect, it was always 
the second best thing—not so good as pure milk treated 
under the refrigerating system and obtained from a 
healthy herd. : 


DEATH OF LATE’ REGISTRAR OF Royat CoLLece ‘oF 
. SuRGEONS IN IRELAND. ie 
We regret to announce the death of Mr. George. Francis 
Blake, who died suddenly .at the Salthill Hotel, Monks- 
town, last week. About twelve months ago Mr. Blake 
retired from the position of Registrar of the Royal College 
of Surgeons, which he had held for many years. He was 
last seen alive in his usual good health and spirits on the 


night of September 29th, but. did not appear on the 
following morning, and in the afternoon was found dead in. 


bed; death was apparently due to sudden heart failure. 





‘ South Africa. | 
Care or Goop Hope. 
Report of Provincial Medical Adviser. 
Dr. THornton, Medical Adviser to the Provincial Govern- 
ment of the Cape of Good Hope, in presenting his report 
to the Council, states that for several years past no 


attempt has. been made to furnish any detailed report. on 
the working of the Government and State-aided hospitals 





of the province. Very considerable sums of money have 


been voted annually towards the upkeep of these institu- 
tions, and large contributions have also been made by 
public bodies and by the public. Yet the annual reports 
hitherto published on the subject have consisted merely 
of.a series of tables compiled from statistics furnished by 
the governing bodies. This defect being recognized, Dr. 
Thornton was instructed to prepare a report dealing 
comprehensively with the question of hospital administra- 
tion in the province. The report, which goes into the 
matter in a very full-and able manner, is divided into 
three parts. The first part is historical, then the question 
of administration is dealt with, and finally, matters which 
require consideration in connexion with any proposed 
legislation is diseussed. 

The first hospital in the Cape was erected early in 
1656. One of the principal objects of the directors of the 
Amsterdam Chamber of the United Netherlands Chartered 
East India Company, in forming a settlement at the Cape, 
was to have a hospital in which sick soldiers and sailors 
could be left, thus doing away with the necessity of 
detaining ships until their recovery, as they could be 
drafted into the next vessel that called and needed men. 
In 1656 a large building for this purpose was completed 
near the seaside in front of the fort; this hospital 
answered the purpose for which it was intended for over 
forty years. In 1694 the hospital had become very 
dilapidated, and upon the representations of the new 
Governor, Simon van der Stel, the directors authorized 
him to build a larger: hospital in a more suitable place. 
It. was designed “to accommodate 500 patients’ without 
crowding, or 750.on an emergency.” In October, 1699, it 
was completed and opened for use., The new institution 
appears to have served as a hospital for.nearly a.century, 
but was apparently, in course of time, not considered 
large enough for the purpose. Eventually a new hospital 
was designed to accommodate 1,450 patients, the. founda- 
tion stone of- which was laid in 1772; it was used: for this 
purpose until 1795, when the building was converted into 
barracks, and was used for that purpose until 1903, when 
it was pulled-down and the site used for general building 


purposes. c } ey ‘ 
Sinee then. hospitals have arisen all over the province— 
general, fever, convalescent homes, cottage hospitals, and 


dispensaries. For many years there was only the one 
general hospital at Capetown. The bulk of the remaining 
hospitals were established as the demand arose. Some 
interesting facts in connexion with the establishment of 
the Grey Hospital-at King William’s Town are given. In 
1856 the province of British Kaffraria was entirely desti- 
tute of hospital accommodation for either civilians or 
natives, and there was no civil medical: practitioner within 
eighty miles of King William’s Town. Native. witch 
doctors flourished and exercised very extensive influence 
over the large native population; they taught the people 
that sickness was the result of witchcraft, and that they 
alone were able to cure the sick; the people implicitly 
believed in their power, and when anybody was afflicted 
with sickness a witch-doctor was sent for and smelt out 
the offender. This procedure generally ended in the 
torture by fire or by stinging’ants and the death ‘of the 
accused person, in addition t6 the confiscation of his cattle 
and property. The early days of the British occupation of 
Kaffraria were signalized by a succession of native wars. 
Every Kaffir war had its witch-doctor, who professed to be 
able to bewitch the enemy.and to import strength to his 
“own supporters so ag te enable them to overcome the 
Europeans. i ‘ i 

- Sir George Grey established a hospital in King William’s 


Town in 1859. He,was also responsible for the inception 


S ef the Provincial pital, Port Elizabeth, the Albany 
General Hospital, Grahamstown, and for the decision 
which ultimately resulted in the new Somerset Hgspital 
being established. From Sir George Grey’s time. onwards 
it has never been the policy of the Government, except in 
special cases, to undertake the. erection and subsequent 
management of general hospitals. The Government 
seems rather'to have aimed at stimulating local enterprise 
by making ‘grants in aid of buildings and for maintenance. 

very general hospital in the province existing to-day 
, Was s under local boards of management, with the 
exception of the new Somerset Hospital, the Vryburg, and 
the Grey Hospitals. For some years past the two former 
institutions have been taken over and controlled by the 
public, and the Grey Hospital also has been managed es 
number of gentlemen on behalf of the Government. No 
definite system of allocating Government grants for 
hospitals has ever been observed; in the early days it was 
customary for the Government to provide most of the 
funds for the erection of hospitals, but subsequently it 
became the practice for money to be voted for this purpose 
on the £ for £ principle. 

Regarding the constitution of hospital boards, the 
Government is represented on the boards of management 
by one or more ex officio members, but otherwise, except 
indirectly through the ts in. aid, exercises no juris- 
diction over the affairs of the board. They are subject tc 
Government inspection. There are 29 State-aided institu. 
. tions in the province and two Government chronic sick 
hospitals. In the State-aided institutions during 1911 
10,853 patients were treated, and in the Government 
chronic sick hospitals 1,031. The largest general hospital 
is at Kimberley, with 318-beds; this is followed by the. 
Somerset Hospital with 207 beds. The daily average 
number of patients treated in 1911 in the State-aided 
hospitals was 807,68, and the Government chronic sick 
—— 562. In the out-patient department in 1911 
21,017 patients were treated. The daily average cost per 
patient in the State-aided institutions in 1911 was just 
under 6s. 1d., as against 5s. 11d. in 1910. In all, the 
pong | expenditure of State-aided institutions in 191] 
was 007, and the extraordinary expenditure £7,661. 

_ The report, which is a lengthy one extending to over 
eighty foolscap pages, concludes with certain recommenda- 
tions for improving the defeets in internal administration. 
One defect is dealt with at some length—namely, the 
present. system under which Government aid is furnished. 
Dr. Thornton makes certain recommendations, the princi- 
pal being that in future the Government contribution to 
each State-aided hospital should be fixed by ordinance in 
accordance with the following scale—namely, not exceed- 
ing 25s. for every £1 subscribed to any State-aided 
hospital; £1 for every £1 received f patients; £1 fox 
every £1 bequeathed for, any approved’ purpose but not 
exceeding the sum of £500-in of apy one bequest. 
and one-half of. the deficit, if any, the. temaining halt 





beiig. placed on’ ‘the local authorities if the hospital 
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district. Other matters dealt with are the unification in 
the management of institutions, reconstitution of hospital 
boards, the powers and duties of boards, the question of 
nurses. Want of space forbids'us dwelling on many of 
the more important subjects dealt with in the report; we 
can only add that the subject has‘ received careful con- 
sideration at the hancs of Dr. Thornton, who has devoted 
much time and trouble on its preparation. 








Special Correspondence. 


BERLIN. 

Congress for Scientific Investigation of Sports and Gym- 
nastics—A New Department of the Kaiser-Wilhelm 
Gesellschaft.—Health Resorts for the German Army.—- 
A Playground for Children Suffering from Whooping- 
cough.—Poisonous Mushroonis. 

At the Congress for the Scientific Study of Sports and 

Gymnastics, held recently at Oberhof (Thuringia)—one of 

the few places in Germany where excellent golf links are 

to be found—papers were read on exaggeration of the 
culture of sports, by Professor Kraus, Berlin, and on 
sports and the heart, Professor Griitzner, Tiibingen, and 

Professor Nicolai, Berlin. The last-named said that an 

enlarged heart was not necessarily. pathological, for 

increased work produced and required enlargement. He 
summarized his views in the three following propositions : 

(1) Everybody ought to know his normal pulse-curve; 

fifteen minutes after the exertion the curve ought to be 

normal again. (2) The effort ought never to be so great 
that breath has to be taken by the open mouth. (3) The 
player ought never to exert himself so much that he 
becomes pale. The chief object of the congress was the 
constitution of an Imperial Committee for the Scientific 

Investigation of Sports, which is to work in connexion 

with the Charlottenburg Sport Laboratorium and the 

Sport Department of the Dresden Hygieni¢ Exhibition. 

The new institution was named Reichsansschuss fiir die 

wissenschaftliche Erforschung des Sport und der Leibes- 

tibungen (Imperial Board for the Scientific Investigation of 

Sports and Gymnastics). 

The “Kaiser Wilhelm Gesellschaft,’ which owes its 
existence to the initiative of the German Emperor and 
is under his patronage, has already in various directions 
done useful work in science and technology. It now pro- 
poses to establish, in connexion with the Berlin Physio- 
logical Institute, an “institute for the hygiene of work” 
(Arbeitshygiene), in which institute systematic experi- 
ments on the influence of physical and mental work on 
mankind shall be made under the direction of Professor 
Ribner. Similar experiments have been successfully 
made in America, and it is hoped in this way to establish 
certain hygienic laws and important social rules which 
will render it possible to adjust work better to the 
individval’s mental and physical capacity. 

Nearly all corps of the German army now possess health 
resorts. The Prussian army alone owns forty-one such 
places, and the Bavarian, Saxon, and Wiirtemberg armies 
have together twenty-one. Besides those on German 
territory the military authorities own sanatoriums and 
hydropathic establishments in Austria—in Marienbad, 
Karlsbad, and in Teplitz. Independently of these sixty-five 
piaces there are twenty-one resorts for the treatment of 
lung disease in its earliest stage. 

A most valuable hygienic arrangement has lately been 
started by the town of Wilmeisdorf (Greater Berlin)—a 
playground for children suffering from whooping-cough. 
A large piece of ground, shaded by old trees and enclosed 
in a wooden fence, has been reserved for children suffer- 
ing from this disease who elsewhere. would be a, great 
danger to healthy children. Berlin is indebted to the town 
Deputy Geheimrat . Edel for this excellent idea, which 
deserves to be imitated. 

As a result of the extraordinary amount of rain this 
year there is an uncommon abundance in mushrooms, and 
in consequence a great number of cases of poisoning are 
reported. The official Berlin Correspondeur has recently 
issned a caution with regard to the advice given in 
various daily papers. to the effect that to boil mushrooms in 
salt water and then to wash them several times in cold 





water is an effectual safeguard. It is-pointed out that-this 
process has been proved insufficient for mushrooms of the 
most poisonous kind. The Kaiserliche Gesundheitsamt 


‘has issued a Pilzmerkblatt which, at. the low price of one 


penny, contains in word and picture much necessary 
information as to mushrooms. ai 








Correspondence. 


MEDICAL OFFICERS OF HEALTH AND CHIEF 
TUBERCULOSIS OFFICERS. 

S1r,—The letter, on page 347 of the SuppLement to the 
British Mepican Journat of September 28th, of the 
State Sickness Insurance Committee to the President of 
the Local Government Board, shows a state of “nerves” 
in some quarters that is surely uncalled for. 

The medical officer of Sealtlesos very necessary, 
apparently, to keep things going provisionally—is, in 
the view of the Committee, to be summarily ejected as _ 
an undesirable alien directly it is found possible to do 
without him. 

The average medical officer of health, besides being a 
member of the profession, is, as a rule, also a member of 
the British Medical Association. Why we remain so is 
often a matter of wonder. 

Who is to be substituted for the ejected medical officer 
of health when his brains, time, and energies have been 
used to set the machinery going? The alternative in the 
mind of the Committee apparently is the “chief tuber- 
culous officer” of the Astor report. 

This “ desirable officer” is not to be under 25 years of 
age, and is to have had six months in a general hospital 
and at least six months at a tuberculosis institution. 

This “desirable officer” of such vast experience, the 
Committee evidently thinks, should be “chief” to the 
medical officer of health, who has in many cases been 
working quietly, but effectively, at diminishing tuber- 
culosis before these desirable officers were born. 

The fact is, the title of chief tuberculosis officer is a very 
poor and misleading one, and if it could be abandoned so 
much the better. 

The medical officer of health, from the very nature of 
his daily duties, must have such a knowledge, and he also 
has such powers that no other medical ‘practitioner could 
possibly have powers and knowledge that would be so 
useful and even essential in the prevention of tuberculosis. 

To the community prevention is infinitely of more im- 
portance than cure, and such items as housing, sites, 
dampness, etc., have and are going to have more effect on 
the public health by a long way than such terms as the 
injection of tuberculin. The Committee will, I. suppose, 
still allow that the medical officer of health shall deal with 
housing, etc., but a tuberculosis officer, aged at least 25, 
with no powers and of at least twelve months’ mixed 
experience, is to be set up as the “ Chief.” 

Because a little treatment is involved, the medical 
officer of bealth may just as well have a “Chief Scarlet 
Fever Officer,” or a “ Chief Diarrhoea Officer,” or a ‘ Chief 
Scabies Officer” sent into his district blessed by a Stata 
Sickness Insurance Committee. 

May I respectfully suggest to the Committee: (1) That 
there is no need for the title of “chief tuberculosis 
officer,” (2) That the medical officer of health, who receives 
the notifications and has various powers' under Acts and 
Orders, should confine himself personally to preventive, 
co-ordinating, and administrative measures. (3) That 
treatment apart from treatment in sanatoriums should be 
carried out by (a) practitioners, (b) tuberculosis officers 
who should be in the department of, or working with the 
medical officer of health, so that the co-ordination of 
measures can be complete. 

If the subcommittee which has been appointed to deal 
with sanatorium benefit is to have any weight with local 
authorities and medical officers of health, one or more 
medical officers of health with practical experience should 
be co-opted. The gentlemen already appointed, thcuzh 
distinguished men, seem to haye no special qualification 
to deal with this subject except from one point of view.— 
I am, etc., 


W. G. Wrttovucnsy, M.D.Lond., 


Medical Officer of Health. 
Town Hall, Eastbourne, Oct. 2nd. 
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UNIVERSITIES AND MEDICAL EDUCATION. 

Sir,—The illuminating article, “ Universities and 
Medical Education,” in the British: MepicaL JouRNAL 
of October 5th and Dr. Rolleston’s address agree so 
far that, as the time devoted to preliminary and pro- 
fessional medical training is necessarily limited, the best 
use should be made of it as regards subjects, institutions, 
and teachers. 

The article reopens the evergreen discussion of classics 
v. mathematics, and when it draws in Locke, to be 
knocked out a few lines lower by Newman and Davison, 
it should be remembered as an extenuating circumstance 


‘that Locke had his academical training at Oxford when 


physical experiment was in the air and the Royal Society 
was being founded. It betrays, I think, a bias in favour 
of the liberal camp, but paradoxically, because it out- 
utilitarianizes the utilitarian, of which John Hunter stands 
as the shining example, and all the others marshalled on 
the liberal or classic side. 

As a fact both the liberal and utilitarian school aims at 
the same ideal—practical efficiency—but, whilst the 
results of the former are more permanent and remote, the 
outcrop of character, the latter are more immediate, and 
appeal to the philistine mind. 

The human mind is, however, so plastic that there are 
few errors even in training that are entirely irremediable, 
so that evidence is difficult to adduce in favour of one or 
the other. The problem is better approached from a 
psychological standpoint and the meaning made plainer by 
a homely analogy. A boy is to become a carpenter or 
cabinet maker. The ordimary technical teacher sets him 


“a task of box making, which excites interest because the 


labour is productive and directly profitable, and the use of 
the tools_is learnt as a side issue. The university plan 
of “principles” would favour ‘the handling of tools that 
the boy might get the widest range of use of them as 
instruments for his mental and manual activities, and 
The examination 
results would be favourable to the technical rather 
than the university principle of education, because, 
whilst it is easy to judge material results, it is diffi- 
cult to ascertain to what extent capacity has been 
developed. Theoretically, then, the big benefits are on 
the liberal side. 

The article proceeds: ‘“‘ We do not want to manufacture 
pedants; it is the training in minute accuracy and the 
faculty of distinguishing fine shades of meaning that matter.” 


-And this applies as much to diagnosis as to literary form 


to which this pregnant sentence refers. Diagnosis is the 
essence of medicine, and depends on collecting and 
arranging data, and drawing correct inferences from 
them. Circumstantial evidence or the law of probabilities 
are our guiding stars. If this is admitted the problem of 
medical education has a more open face, and neither the 
Psalms nor the multiplication table, neither the dead 
languages nor geometry, are the only alternatives as a 
preparatory training for the practice of medicine, for there 
are other studies nearer home of an equally disciplinary 
virtue. 

The article gives the suggestion in its mention of Locke, 
Why should not comparative philosophies and psychology 
be made more of in the curriculum? Both are bed-rock 
in the study of mental diseases. Again, an elementary 
knowledge of the principles and law of evidence could not 
fail to be serviceable directly and remotely, and would 
often prevent a stupid exhibition in the law courts 
which brings the profession into ridicule. These circum- 
ferential subjects would bring us in better touch with our 
brethren of other professions, would improve us as citizens, 
give our opinions a sounder tone and a higher status in 
public estimation. 

Another point, not touched in Dr. Rolleston's address or 
the article, is the importance that professors should under- 
stand the art of teaching or pedagogics. It is one thing 
to know and another to impart. Few of us have escaped 
the dreary experience of dry, disconnected facts being 
poured ont monotonously as fiat as dish-water and served 
up tepid as a lecture. 

- Sir William Osler’s arguments against whole-time pro- 
fessors seem unanswerable, and in this light Dr. Rolleston’s 
proposition of technical assistants is worth the most 
respectful thought.—I am, etc., 


Wonston, Micheldever, Hants, Oct. 7th. ArTHuR Kine. 





COMMON ORIGIN OF THE VARIOUS TYPES’ 
OF ANGINA PECTORIS. 

Sir,—The presence of algesia in segmentary dis- 
tributory areas is pathognomonic of the existence of foci 
of irritation in the cord.' During the acute stages of a 
case of angina pectoris recently under notice patches of 
tenderness appeared in the neck, epigastrium, and thoracic 
wall. From the frequency of occurrence of algesia in the 
distributory areas of the spinal, accessory, and intercostal 
nerves there is sufficient reason for the assumption that in 
this and other subjects of angina pectoris a wide range of 
medullary and spinal centres is the seat of foci of irrita- 
tion, and there are grounds for the inference that this 
morbid condition constitutes the basis of the anginal habit 
and the true predisposing cause of the paroxysm. 

In the case above mentioned, and in others of a similar 
character, the zonal regions affected by algesia indicate that, 
besides medullary centres, the second, ninth, and inter- 
mediate segments of the thoracic cord are involved. This 
interpretation of the algesic symptom signifies abandon- 
ment of the Jennerian doctrine and Benjamin Brodie’s 
hypothesis of claudication, because afferent nerves of the 
myocardium are directed only to medullary centres and 
even efferent nerves of this muscle are connected with the 
second, third, and fourth segments of-the thoracic cord 
alone. Consequently the algesic symptoms of angina 
abdominis and certain other types of angina pectoris 


‘cannot be explained upon any theory of the operations of 


a cardiac reflex. 

Moreover, opposed to the theory of a cardiac reflex, many 
insuperable difficulties exist, a few of which are indicated 
by a consideration of the following questions: (a) What 
constitutes the cause of the seizure in the large ratio of 
cases presenting no signs of coronary or myocardial disease 
at death? (6) At age periods when coronary disease is 
increasing in frequency, why is the annual incidence of 
angina pectoris declining? (c) Why is angina pectoris 
rare or entirely absent at age periods when myocardial 
and coronary diséases are universal?? (d) Upon any con- 
ceivable hypothesis of ~ myocardial inefficiency, what 
explanation can be given to the fact that many anginal 
subjects are able to walk ten or twelve miles immediately 
after the occurrence of seizures without showing signs 
of cardiac failure or sustaining thoracic discomfort? * 
(e) By what mechanism do cardiac processes’ determine 
certain attendant conditions recognized as common 
during the paroxysm—namely, local vaso-constriction 
and ephemeral elevations of blood pressure? (f/f) If 
coronary disease be a predisposing or exciting cause of 
angina pectoris, what explanation can be given to the 
fact that the ratio of incidence of coronary disease, as 
ascertained by post-mortem examinations, is- not greater 
in angina pectoris than in certain other classes of 
circulatory disorders belonging to the same age-period ? 4 

An alternative theory to that of a cardiac reflex is 
suggested by anatomical considerations. Afferent nerves 
of gastro-oesophageal muscle are in connexion with the 
entire range of medullary and spinal centres referred to 
as implicated in angina pectoris, and impressions 
generated as a result of hypertonus or tetany of this 
muscular sheet are calculated to cause neural, cardiac, 
circulatory, and gastric symptoms, such as are experienced * 
during the paroxysm. Moreover, death in cases of angina 
pectoris has been recognized to result from vagal inhibi- 
tion,® and consequently all symptoms and processes asso- 
ciated with every type of the disease find a common 
source of origin in morbid states of medullary and spinal 
centres when these centres are under the influence of 
appropriate stimuli.—I am, etc., 


London, 8.W., Oct. 8th. H. Watrer VERDON. 





THE TREATMENT OF NEURASTHENIA. 
Srr,—Having read the review of Dr. Paul Hartenberg’s 
work on the treatment of neurasthenia by such drugs as 
strychnine and codeia, which the writer of the review calls 
a “ wise system of treatment,” I hope you will allow me, on 
behalf of British medicine, to enter my protest. ‘No one 


tn Jonnes Mackenzie, Langley, Bertrand Dawson, Hertz, Goulstonian 
ectures. . 
2 Registrar-General’s returns. 
8 James Mackenzie, Oliver Sharpey Lectures. 
4 Harlow Brooks, Amer. Journ. Med. Sci., May. 1906, p. 78. 
Sir Clifford Alibutt. 
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who has not suffered from neurasthenia knows anything 
about it.” Such was the verdict of one of our best Border 
practitioners who had himself been a victim, and from 
personal experience I can endorse his judgement. I have 
cured myself,.and I can cure others, in three days, without 
any drug, by proper food and exercise. Having learnt by 
observation and experiment how I can not only cure but 
cause neurasthenia by food, I hope the suggestion of a 
recent correspondent in your columns may be adopted, and 
a commission appoimted to inquire into the treatment of 
disease by diet. Quackery I abhor, but its exposure is of 
less moment than the advance of the rational treatment of 


- disease; which our JourNAL might do something to pro- 
. mote; and, in spite of the legion of committees we already 


have, another might be appointed with a scientific grant 
to inquire into and report on the dietetic treatment of 
disease. Such a report, embodying facts, would do infinite 
credit to our Association, and uphold British medicine in 
the eyes of the world.—I am, etc., 


Hawick, Oct. 8th. JoHN Happon, M.D. 





THE CHIEF USE OF THE PERITONEUM. 
Sir,—Dr. John Howell, in his paper under the above 


_ title, which appeared in the British MepicaL Journat of 


September 21st, very ably attempts to elucidate the 
methods of bodily defence against the battalions of 
insidious microscopic low-organized enemies which the 
body admits into its alimentary canal. On the principle 
of setting a thief to catch a thief, one would imagine that 
the economy would evolve, among its complex structures, 
organs that would produce battalions of minute motile 
cells to best deal with these enemies, instead of leaving it 
to a supporting serous membrane, which is without any 


‘means of repelling the invaders, unless what has been 


termed a “pyogenic membrane’’—the result of the in- 
opportune destruction and death of battalions of immature 


- leucocytes, which is a phasc of their development when 


non-phagocytic—happens to be lining the entire serous 
surfaces, These have been termed endothelial cells, 
and their footprints are rendered visible in a silver- 


_ stained preparation, just as those of the adhesive limpet 


“4 


are to be seen on the rocks of our shores. I beg to 
suggest that the development of a third layer (mesoderm) 
and its progressive increase in. bulk and complexity; 
causing, as the author rightly states, too much to depend 
upon the impregnability of the endodermic epithelium, 
the lymphoid andlymphatic systems of-cytogenous glands 
were therefore developed, between the enteron -and the 


-vest of the body, and it is on the other functions of the 


- mesoderm that the complexity of the rest of the body 


_ gland. 





depends. -Referring to this subject Cuneo states’: “ Ac- 
cording to_the splendid conception of Metchnikoff, the 
actions of defence against microbic invasion, and the 
actions of an intimate nutrition, are united in the same 
These functions of the closed gland, which can 
modify its contents, but about which we are still very 
ignorant, complete the analogy which it presents to other 
mesodermic and cytogenous glands, such as the testicle 
and ovary.” 

The lymphoid glands which immediately underlie the 
epithelium of the endoderm, and their analogues, the 
“large prickle cells” which underlie the epidermis of the 
ectoderm, are glands of: a high -cytogenous order, and 
they constitute the “ first line of defence.” 

Where the solitary or lymphoid glands are aggregated, 
such as the tonsil, Peyer’s patch, the vermiform appendix, 
or Lieberkiihn’s follicles, there the most active microbic 
conditions exist. It is in such situations that the struggle 
is incessant, and it is upon it being long sustained that the 
life of the host depends. Their rapid regeneration after 
destruction, often a rudimentary regeneration termed 
‘“ adenoids,” is a further extension of the processes of the 
first line of defence. 

The admirable simile of the Foreign Secretary which 
Dr. Howell uses, is one that should be applied to the 
lymphoid glands, if not to the lymphatic glands themselves. 
“ How many wars has he nipped in the bud by his success- 
ful and experienced diplomacy, carried on over a long 
period of years, and of which the public are left, by his 
very success, in entire ignorance ?” 





1 The Lymphatics. By Cecil H. Leaf. P. 106. 





The question of the antiquity of the coelom to that of 
the archenteron is of great interest biologically. I have 
always been under the impression that the coelom was of 
greater antiquity.—I am, etc., 

London, W., Sept. 24th. H. D. McCuttocu. 


— 


WHOOPING-COUGH AND IODOFORM INJECTIONS. 

Srr,—As I have used a solution of iodoform intravenously 
ih the treatment of pulmonary.tuberculosis for a number of 
years with the most gratifying results, it was with deep 
interest I read Dr. Dewar’s paper on the use of the drug 
in adult whooping-cough. 

No doubt liftle can be argued from a single case; but, 
knowing the-beneficial effect of iodoform in checking the 
distressing cough even of advanced phthisis, one might 
with reason hope for the same in the less serious disease. 

Referring to the subsequent letters on the same subject, 
I fear Dr. Adamson has laid himself open to the same 
charge as that on which he condemns Dr. Dewar, as, 
so far as Ican judge, he has not made any trial of the 
remedy. If he can check the paroxysms of whooping- 


cough in ten days by some other means, I implore him, in 


the interests of suffering humanity, to make his method 
known. In the meantime, I intend at the earliest 
opportunity to give Dr. Dewar’s method a fair trial.—- 
I am, etc., 


South Shields, Oct. 5th. Jas. McHarrigz, M.D. 


POVERTY AND DEGENERATION. 

Sir,—You report Dr. Jane Walker as having said, in her 
address at the Royal Free Hospital on common setse, that 
at the present moment some lack of it was being exhibited 
in regard to the mentally deficient problem, inasmuch as 
too little attention was being directed to the so-called 
normal people. .I have been thinking that it is the men 
who impregnate the feeble-minded women who should 
have their liberty curtailed. The Mental Deficiency Bill, 
of course, makes no attempt to remove the cause of feeble- 
mindedness. Believing that this mostly originates in our 
conditions of clironic poverty, I further welcome Dr. 
Walker’s approval of a lower birth-rate, and her warning 
that quality is more’ important than quantity. For 
example, over a million adult male workers in this country 
have less than 25s. a week of wages. Alongside of this fact 
has but to be -placed Mr. Seebohm Rowntree’s authorita- 
tive estimate that 23s. 8d. a week only supplies the bare 
necessaries of life (excluding any insurance or savings) for a 
family with three children, to make it apparent that we 
are shutting our eyes to a sufficient cause for serious social 
evils. When parents who can just afford to feed and 
clothe two children properly, have three or more, what 
can we expect but a high sickness, degeneracy, and mor- 
tality rate? Surely a wage-carner’s falling birth-rato 
should be a welcome phenomenon so long as it is 
accompanied by a falling death-vate.—I am, ete., 2 

London, §.W., Oct. 7th. . Brnxnte Dunuop, M.B., Ch.B. 





TOTAL ENUCLEATION OF THE PROSTATE. 
Sir,—Kindly allow me to correct a mistake in the 
report of the discussion on my paper on One Thousand 
Cases of Total Enucleation of the Prostate for Radical 
Cure of Enlargement of that Organ, read in the Surgical 
Section at the Annual Meeting of the British Medical 
Association, held at Liverpool in July last, and published 
in the JourNAL of October 5th. In this report I am repre- 
sented as having stated that I had performed 98 pro- 
statectomies at. St. Peter's Hospital last year, with 
5 deaths. What I did say was that we—that is, my 
colleagues and myself—had performed this number of 

prostatectomies with the result mentioned.—I am, etc., 

London, W., Oct. 7th. P. J. FREYER. 





EPIDEMIC JAUNDICE. 

Sir,—With reference to the recent notes on epidemic 
jaundice, it may be of sufficient interest to report the fact 
that after the Suakin campaign in 1885 the Guards were 
ordered to Cyprus, and were encamped on the top of 
Mount Treodos (6,000 ft. above sea level). Numerous cases 
of acute jaundice occurred amongst them, myself and 
another medical officer not escaping; this we attributed, 
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correctly I believe, to the extremes of temperature 
between night and day at that high altitude. © 

Dr, White; in his letter of September 28th, had a similar 
experience. , 
‘ As evidence of the lowness of the temperature I may 
add that each soldier was allowed five blankets.— 
I am, ete., 


A. B. R. Myers, 


London, 8.W., Oct. 8th. Brigade Surgeon-Lieutenant-Colonel. 





FORCIBLE FEEDING OF SUFFRAGE PRISONERS. 

Srr,— As medical superintendent of an institution where 
there are more than two thousand instances of tube feed- 
ing every year I feel bound to support the contention of 
your correspondent that there is something wrong if it is 
true that forcible feeding of suffrage prisoners “fails to 
improve their health or even to maintain it at the level at 
which the treatment was begun and, in the opinion of 
those who were responsible for the adoption of it and who 
carried it out, it would have failed to prevent death if 
continued much longer.” 

The disturbance of digestion, absorption, and assimila- 
tion among the patients who come under my care and 
require forcible feeding is often appalling, but their health 
improves aad their weight increases a3 the direct result 
of pouring suitable and sufficient nourishment through an 
indiarubber tube into the stomach. Simila:: success is 
achieved with patients who, in spite of a good appetite, 
refuse their food either by way of protest or as the result 
of some delusion; and Dr. Blair, in the April number of 
the Journal of Mental Science, reports the case of a patient 
with heart disease who was kept alive for nine. years by. 
forcible feeding in the face of enormous difficulties. 

My conclusion, which admittedly may be erroneous, is 
that the prison dietary for “hunger strikers” requires 
revision. feign ip 

May I take this opportunity of correcting two popular 
delusions respecting forcible feeding by saying (1) that 
tube feeding, although unpleasant, is not painful unless 
the patient succeeds in making it so; and (2) that; for. a 
resisting patient, the feeding tube in skilled hands is‘ a 
less dangerous implement than that fertile source of food 
pneumonia, the feeding cup?—I am, ett.,-  --: . . | 

W. H. B. Stoppart, M.D., F.R:C.P. | 
Bethlem Royal Hospital, Loridon, §.E., : Re, a, 
Oct. 5th. . mS phe ere 
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AN ISOLATION HOSPITAL FOR SALISBURY AN 

- - - - --DISFRICT. . 

AN isolation hospital costing about £18,000 was opened near 
Salisbury, on October 4th, for use of districts: Salisbury Urban, 
and Salisbury Rural, Wilton Urban and Wilton Rural, and 
Amesbury Rural. These districts have a population of about 
£0,000, two-fifths of which are in the Salisbury Urban district ; 
the acreage is about 178,000, and includes a large portion of 
Salisbury Plain, but the need of the troops at Bulford are 
provided for by the army authorities. The site, which is. about 
two miles and a half from the heart of the city of Salisbury, is 
in the midst of country and open to the air on every side. The 
original site was of four acres, and was purchased for £240, 
but has since been added to. 

The Salisbury Urban district was the only one of the five to 
possess an isolation hospital. This has now been vacated after 
some ten years’ good service in dealing with periodical out- 
breaks of scarlet fever, and hopes are entertained that it may 
= over as a sanatorium under the National Insurance 

ct. 

The opening ceremony was performed by the Countess of 
Radnor, who was accompanied by the Earl of Radner (the 
chairman of the Joint Committee of the several districts), 
Alderman J. A. Folholt (vice-chairman), Dr. Tubb Thomas 
(county medical officer of health), Dr. J. E. Gordon (medical 
superintendent), the Mayor of Salisbury (Chas. W. Pritchard), 
the ehairmen of the various local councils, and the architect 
(Mr. J. Hugh.Goodman). : 

The hospital provides accommodation for 44 patients and. is 
capable of expansion. The administrative block is a. building 


| the administrative block are of terrazzo, elsew 





~~ 


of two stories —— a central position commanding a good 
view of the three ward blocks, with which it is arranged im an 
open quadrangle; it contains a dispensary, with external dis- 
pensing lobby, etc., two sitting-rooms for matron and nurses, 
nurses’ cloak-room and eleven bedrooms, linen-room, bathrocm, 
lavatories, stores, complete kitchen offices, etc. An'external 
serving lobby is proviged for serving out food for the pavilions. 
In addition to the principal entrances, separate entrances are 
provided for the nurses and for trade ses. The ward 
vilions are of one story. Thescarlet fever pavilion has two 
ange wards for 15 beds each, and two private wards for 1 bed 
each ; it has an open entrance leading to a central hall com- 
municating with the two large wards and with the nurses’ duty 
room, which overlooks each of the four wards. The single-bed 
wards off the large wards, as do the sanitary annexes con- 
taining bathrcoms. A glazed movable partition is provided in 
each of the large wards for dividing them into two parts, if 
desired. The diphtheria block contains two wards for 3 -beds 
each and two wards for 1 bed each. The isolation or observa- 
tion block contains two wards for 2 beds each, and each 
ward can be divided by means of glass movable. partitions 
into two one-bed wards. There is a te open 
entrance into each of the two wards, which are entered 
from the duty-room ‘by this route. The ward windows 
are carried close up to the ceilings, and have a pair of sashes 
with faniights above. The large wards are heated and venti- 
lated by central stoves having open fires; further ventilation is 
obtained by inlet ventilators at floor level, one under each bed, 
and by outlet ventilators close to the ceilings... Another block 
contains the discharge room, undressing room, bathroom, and 
dressing. room, with separate entrance and exit; and the 
laundry, disinfecting chamber, and destructor form parts of 
this block. 

Another block placed near the entrance contains the mortuary, 
ambulance house, and pump house. The power house contaius 
an oil engine, dynamos, oil stores, etc.; the hospital is lit by 
electric light. The entrance lodge has a sitting-room, two bed- 
rooms, bathroom, with external door and offices. The floors in 
the wards, discharge room, mortuary, and in the emg parts of 

ere of grano- 
lith. Rain water is collected from the roofs in a large under- 
ground tank: provided.with a filter, and is pumped up for the 


~ use of the laundry. The various parts of the hospital are in 


communication by telephones. The elevation throughout is on 
simple lines in red brick slightly relieved with stone, and with 
red-tiled roofs.. The grounds are being laid out as recreation 


ground and gardens. 


The. cost—over £400 a bed—is high, but the administra- 


‘tive block would appear to have been designed tu meet. the 


requirements for a larger number of beds. 
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Che Serbices. 


ROYAL NAVAL MEDICAL SERVICE. 
EXAMINATION FOR APPOINTMENTS AS ACTING SURGEONS. 


At the examination for the Naval Medical Service held on 
September 30th and October Ist, 2nd, and 3rd, ten candidates 
were successful and obtained the following marks: | 





Name. Marks. Medical School. 

Mr. A. E. Malone... ... 1,663 Dublin University. 

Mr. H. M. Whelan oo. 35,558 University College, Car- 
diff, and London Hos- 
pital. 

Mr. R. F. P. Cory 1,543... St. Thomas’s Hospital. 

Mr. H. St. C. Colson 1,603 ... Westminster Hospital. 

Mr. P. L. Gibson ... 1,485 ... King’s College, Hospital. 

Mr. G. A. Finegan 1,399 ... University College, Cork. - 

Mr. F. St. B. Wickham 1,285 St. Mary’s Hospital. 

Mr. J. T. D. S. Higgins 1,258 ... Trinity College, Dublin. 

Mr.J.G. Boal... 1,208 Edinburgh University. 

Mr.S. Punch. 1,200 ... University College, Cork. 


The possible number of marks for the examination was 2,400. 








THE Royal Free Hospital has completed the purchase of 
1} acres of freehold land adjoining its premises in Gray’s 
Inn Road, W.C. It is proposed to begin the building of the 
new out-patient department forthwith. 


THE honorary secretaries of the Section of Odontology 
of the Royal Society of Medicine give notice that grants 
are made by the section for the furtherance of research 
in connexion ‘with dentistry. Full partictlars can be 
obtained on application to the Secretaries, 1, Wimpole 
Street, W. 


THE Great Western Railway commenced on October Ist 
torun a Bath Spa express, leaving Paddington at 11 a.m. 
every day, and completing the journey without stopping 
in an hour and three quarters. A stewardess travels on 
the train to attend to the comfort of ladies and invalids 


-going to Bath for the cure. 
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Obituary. 


EDWARD WOAKES, M.D., 
LATE SENIOR AURAL SURGZON, LONDON HOSPITAL. 
WE regret to announce the death, after a prolonged illness 
borne with great patience, of Dr. Edward Woakes, the 
distinguished otologist, which took place on September 
30th at Fareham, where he had lived in retirement for 
¢cveral years. : 

Vr. Woakes was the son of a medical practitioner, and 
was born at Luton in Bedfordshire in 1837; he was, 
therefore, 75 years of age at the time of his death. He 
received his school education at Windsor, .and_ after 
matriculating at-the University of London, entered St. 
Thomas’s Hospital in 1854. He had a brilliant career as 
a student, gaining the second prize for second-year men, 
the prize for clinical medicine, and being awarded a special 
prize for an essay on neurology in 1858. . In the same 
year he won the coveted Cheselden medal, awarded for 
surgery and surgical ana- 
tomy. He was admitted a 
Member of the Royal College 
of Surgeons of England and 
a Licentiate of the Society 
of Apothecaries in 1858. He 
graduated M.B.Lond. in 1860, 
proceeding to the Doctor's 
degree in 1863. He served 
the office of house-surgeon at 
St. Thomas’s, and might have 
looked forward to a position 
on the staff when he was 
recalled to join his father in 
general practice at Luton in 
1859. He founded the Luton 
Cottage Hospital, now the 
Bute Hospital. During his 
years of practice at Luton he 
performed many major opera-’ 
tions. He was a_ general 
practitioner in the best sense, 
having, as he used to say, 
“gone through the mill,” but 
his bent was towards surgery. 
In 1876 he came to London, 
and took up otology and 
rhinology, then a compara- 
tively new field of special 
‘practice. He was elected to 
the staff of Golden S juare 
Hospital. Later he became 
senior aural. surgeon to the 
London Hospital and lecturer 
on aural surgery in the medi- 
cal school. He took a promi- 
nent part in the foundation 
of the London Throat Hos- 
pital, Great Portland Street, 
of which he was consulting surgeon at the time of his 
death. He was a Fellow ofthe Medical Society anda 
member of the Harveian Society and of the British Medical 
Association. ; 

For many years Dr. Woakes had an extensive practice 
as a gpecialiss in London. He hal a very unusual 
capacity for work which enabled him, after a hard day 
in his consulting-room and at the hospital, which would 
have exhausted the energies of most men, to devote the 
evening and part of the night to writing. He was the 
author of several monographs: On Deafness, Giddiness, 
and Noises in the Head, which reached a fourth edition 
in 1896; Post-nasal Catarrh and Diseases of the Nose 
Causing Deafness (1884); Nasal Polypus, with Neur- 
algia,.Hay Fever, and Asthma in Relation to Ethmotditis 
(1887). He also contributed papers on necrosing ethmoid- 
itis, the treatment of cystic goitre, ranula, and other cysts 
with chromic acid, a case of nasal vertigo- simulating 
epilepsy, etc., to the medical journals. All his work was 
marked by such striking originality of thought and 
independence in observation that it is not surprising if 
he met the usual fate of the pioneer. But he cared nothing 
for ridicule, and was only stimujated by opposition. It 
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would be out of plaze to recall the controversies to which 
some of Woakes’s theories gave rise ; but it is only fair to 
recognize that his work helped to elucidate some obszure 
points of pathology. He had a mind of singular subtlety, 
which delighted in tracing the complex relationships of 
the sympathetic and vasomotor systems and the mani- 
festations of reflex action in parts apparently unconnected. 
We believe that the papers which he has left show that in 
not a few points he independently hit on discoveries which 
afterwards found general acceptance. 

Dr. Woakes was a great reader, and his’ intellectual 
curiosity extended far beyond the boundaries of his pro- 
fessional work. Always a strong Liberal, when he retired 
to Fareham he became vice-president of the South Hants 
Liberal Association and of the Fareham Liberal Associa- 
tion. He also, till disabled by illness, played an active 
part in local affairs, and took a keen interest in social- and 
philanthropic movements. 

To appreciate Woakes at L¥; true value one had to know 
him intimately. In London he held himself somewhat 


i aloof from professional coteries. He was always loyal 


to those who had in any way 
helped or befriended him, or 
whom he thought unfairly 
attacked. He did not wear 
his heart upon his sleeve, and 
might sometimes appear 
brasque and even a little 
cynical. But to those with 
whom he was. well acquainted 
his kindness was unfailing, 
and in his family circle he 
was at his best. In familiar 
conversations after dinner be 
weu'd reveal himself as a 
man of strong convictions 
tempered by a large experience 
of life. 

Dr. Woakes was left a 
widower in 1909. He leaves 
two sons, one of whom is a 
well-known member of the 
medical profession, and a 
daughter, married to Dr, 
Kirton of Dulwich. 


A Former COLLEAGUE 
writes: By the death of 
Dr. Edward Woakes, laryngo- 
logy, otology, and particu- 
larly rhinology, lose one who 
some years ago was a most 
active pioneer in the fields 
of research. A man of great 
ability and a keen observer, 
.he was unfortunately some- 
whit intolerant of adverse 
criticism, particularly when, 
as was frequently the case, 
it was unsupported by sound 
argument, and so he was often misunderstood. Dr. 
Woakes was an original worker, and whether one 
exactly agrees with his views or not, it must be 
admitted that, particularly in rhinological work, he 
was a long way in front of his time. His views as 
regards ‘“necrosing ethmoiditis” were received almost 
with derision in some quarters, yet later observers have 
had to admit the correctness in many respects of his 
observations. His writings show much originality and 
careful thought. Personally and socially the thing that 
struck one most, after many years’ acquaintance with Dr. 
Woakes, was his kindness and liberality to some of those 
from whom he could never hope to get any real return, 
and doubtless his loss will be mourned in secret by many 
whom he unostentatiously befriended. 


Bax: a :d, London. 





SIR HERBERT MACKAY ELLIS, K.C.B., 
LATE MEDICAL DIRECTOR-GENERAL, R.N. ‘ 
Sir Herpert Mackay Ettis, K.C.B., Inspector-General of 
Hospitals and Fleets, Royal Navy, who died on September 
30th, at Leavesden, Weybridge, was the second son of Mr, 
John Ellis, of The Elms, Cliudleigh, Dovon. 
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Born .in 1851, Herbert Mackay Ellis entered the 


_ Royal Navy as a surgeon in 1875. - He served with the 


battalion of Royal Marines throughout the campaign in 
Egypt in 1882, was present at the engagements of 
Kassassin on August 28th and September 9th, and at the 
battle of Tel-el-Kebir. He was mentioned in dispatches, 
received the Egyptian medal with clasp for Tel-el-Kebir 
ronze star, and was specially promoted to 
the rank of Staff Surgeon for these services. He was 
promoted Fleet Surgeon in June, 1891, and was Principal 
Medical Officer H.M.S. Victoria, the flagship of Sir Geerge 
Tryon, when that vessel was sunk off Tripoli after collision 
with H.M.S. Camperdown, and the admiral, 21 other 
officers, and 350 men were drowned. 

He became Deputy Inspector-General in August, 1899, 
and in this rank served in ore of Bermuda Hospital 
for three years. In February, 1904, he was promoted 
Tnspector-General, and for a few months was in charge of 
Haslar Hospital, but in September, 1904, he was made 
Director-General of the Medical Department of the Navy, 
which position he held until his voluntary retirement in 
May, 1908. 

Sir Herbert Ellis’s services, as will be seen from the 


~ above record, although notable, did not differ in a great 


degree from the ordinary run of service until he was made 
Medical Director-General in 1904. He succeeded to this 
post under circumstances of considerable difficulty. Reform 
was in the air and was urgently required in the medical 
department as well as elsewhere. Unfortunately the 
initiative in medical matters had to a considerable extent 
drifted-from the medical department, and it was to regain 
this initiation that Sir Herbert directed his efforts. By 
his force of character and absolute straightforwardness he 
attained his object, and in this way, although no notable 
reforms were carried out.in his time, he paved the way to 
their possibility in the future, possibilities which have now 
happily been accomplished. Of commanding physique 
and presence he demanded attention, but bis chief cha- 
racteristics were his straightness, firmness, and fearless- 
ness, in dealing with any questions he thought were for the 
good of the service. 

His last illness, a most painful one, he bore with the 
u'most fortitude and patience, and to the end amidst all 
his sufferings did not cease to take the greatest interest in 


’ the service to which he had devoted all his working life. 


Sir Herbert Ellis was created K.C.B. in 1907, and for 


- his services to-the medical department of the Navy was 


elected an Honorary Fellow of the Royal College of 
Surgeons, Edinburgh, and LL.D. of Aberdeen University. 
He was honorary physician to King Edward VII from 


, 1905 to 1910, and to King George since his accession. He 


was a J.P. for Carnarvonshire. He married in 1895 M 
Lily, eldest daughter of Mr. G. B. Ellicombe, of Rocklands, 
Chudleigh, Devon, and leaves no children. 





DEPUTY SURGEON-GENERAL T. J. CROWLEY, 
DEPUTY DIRECTOR-GENERAL, R.N. 
By the death of Deputy Surgeon-General Timothy Joseph 
Crowley, M.D.,R.N., the medical service of the Royal Navy, 
of which he had been Deputy Direetor-General for the past 
three years, has sustained a very heavy loss. 

The deceased officer was the eldest son of the late 
Dr. Crowley, of Kilbrittain, co. Cork, where he was born 
on December 2nd, 1861. He was educated privately, and 
afterwards studied his profession at Queen’s College, 
Cork, where he matriculated at an early age, and 
had an exceptionally brilliant career, gaining many 
prizes and also the gold medal as the best student of 
his year. He graduated M.D. of the Royal University 
with first class honours before he had completed his 
2lst year. Entering the Royal Navy on February 26th, 
1883, as Surgeon, he was promoted Staff Surgeon twelve 


- years afterwards, and Fleet Surgeon, February 26th, 1899. 


‘He obtained promotion by selection to the rank of deputy 


sargeon-general on December 6th, 1909, and shortly. 


afterwards was appointed, on account of conspicuous pro- 
fessional and administrative abilities, to the important 


office of Deputy Director-General of the Naval Medical . 
_ Service, which he has filled greatly to its advantage ever 


’ 


since. 


.. During: his career he. served.in many,important: posi- 


tions, both at home and abroad, including the hospitals. at 


Yokohama, Hong Kong, Haulhowline, Shotley, and the 
Impregnable Training Establishment. 

He had a remarkably fine figure and presence. His 
manner was quiet, dignified, and refined. He was imbued 
with the very highest sense of duty, and with a ripo 
knowledge of his profession in all its departments. 

Although shy and retiring, he was, when occasion de- 
manded, fearless in stating the right, and, being absolutely 
straightforward in all the relations of life, was deservedly 
held in the very highest respect by all ranks in the service. 
Unselfish and unsparing of himself, he was always most 
considerate towards others. The service is distinctly thc 
poorer by his loss. His vacant place will be difficult 
indeed to fill. 

Early in August last he discovered he was in the hope- 
less grip of incurable disease, and although he fully 
realized that he was face to face with death, yet he bravely 
remained at his em of duty, working hard from morning 
to night, till a fortnight ago, when it became absolutely 
a physical impossibility to walk out of his residence. 
During this tragic time not a murmur escaped his lips, 
the kindly smile never left his countenance. . Of the 
many who interviewed him and received his friendly 
assistance on Service business during these last weeks, 
none could have told that the sands of life of the man 
with whom they were speaking were then actually running 
out, and that the labourer’s task was all but over. 

Devotion to the service. and its interests was the key- 
note of his whole career, and for him there was no slacking 
off till he had drawn his last breath.. R.L.P. 

On October 7th his remains were conveyed to Ireland, 
where they were laid to rest beside the ashes of his 
forebears. He was unmarried. 








Gnibersities and Colleges. 


UNIVERSITY OF CAMBRIDGE. 
THE following candidates. have been approved at the 
examination indicated : 


SEeconp M.B. (Part ITD).—E. D. Adrian, G. F. V. Anson, K. RB. 
Bellwood, E. J. Boyd, J. C. Bramwell, E. J. ¥. Brash, W. E. H. 
Bull, H. R. Buttery, E. L. Caldwell Smith, S. J. Cowell, H. A. 
Crouch, E. C. Cunnington, A. N. Drury, H. Dunkerley, J. Fair- 
brother, E. Forrester-Paton, H. L. Garson, E. H. H. Granger, 
Cc. Grantham-Hill, J. B. Hunter, L. M. Ingle, J. D. Jones, J. H. 
Jcrdan, E. C. Malden, R.'A. Mansell, F. W. Maunsell, G. Y. 
Oliver, D. S. Page, R. N. Porritt, G. D. Read, J. R. Rees, 
W. H. C. Romanis, A. P.. Saint, E. J. Felby, L. C. Somervell, 
T. H. Somervell, G. E. Spicer, H N. Stafford, E. S. Taylor, 
> — D.C. L. Vey, T. Warrington, F. B. Winfield, 








ENTRANCE SCHOLARSHIPS. 


Middlesex Hospital. . 

THE following entrance scholarships have been awarded at the 
medical school of the Middlesex Hospital : University Seholar- 
ship, value £50, to Mr. 8. D. Kilner; three Entrance Scholarships, 
one of £100 to Mr. J. D. Dyson, one of £50 to Mr. F. C. Mason, 
and a third of £25 to Mr. E. H. Lake; the New Zealand Scholar- 
ship to W. P. Johnston, and the Freer Lucas Scholarship; 
awarded, on the nomination of the head master of Epsom 
College, to Mr. W. B. Gabriel. 


: St. George’s Hospital. . 
The competition for the two University Scholarships have 


“resulted as follows : The scholarship of 70 guineas was won by 


Mr. Rhys Trevor Jones, of University College, Cardiff, and the 
ya ad of £50 by Mr. T. S. Nelson, of University College, 
ord. 


St. Mary’s Hospital. 

The following entrance scholarships have been awarded : 
Two University Scholarships, value 50 guineas each, to Mr. 
C. N. Williams, of University College, Cardiff, and Mr. C. H. 
Carlton, of St. John’s College, Oxford, respectively ; the Open 
Scholarship, value £100, to Mr: P. Hughes, of St. Colomb’s 


‘College, and the Palmer Scholarship, value 25 guineas, to Mr. T. 


Morris Davies, of Carmarthen Grammar School. The Epsom 
scholar for the year is Mr. C. L. Mason. 


'- Guy’s Hospital. 

The competitions for entrance scholarships resulted in the 
following awards. The Senior Science Scholarship for University 
Students, value £50, was awarded to Mr. Charles Putnam 
Symonds, of New College, Oxford: the Junior Science Scholar- 
ship of £120 to Mr. J. E. E. de Robillard, a member of the pre- 
liminary science class.at Guy’s' Hospital; while a third Science 


‘Scholarship of ‘£60 was divided equally between H. J. Bensted. 
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of Birkbank College, and J. C. C. Howe, of the preliminary 
science class at Guy’s Hospital. Two entrance scholarships in 
arts were also awarded ; one, value £100, to Mr. W. H. Steaver- 
son, of Cl.citenham College, and another, value £50, to M_. 
}¥. R. Leblanc, of the Royal College, Mauritius. 








ROYAL COLLEGE OF PHYSICIANS OF IRELAND. 
THE following candidates have been admitted to the Member- 


ship: 
B. A. H. Solomons, M.B., B.Ch., B.A.O.Dublin, R. H. F. Taaffe, 
: L.R.C.P. aud 8.1. 





CONJOINT BOARD IN ENGLAND. . 
THE following candidates have been approved at the examina- 
‘jon indicated : 


First CoLueGEe (Parts I and II, Chemistry and Physics).—E. 
Ahmed, *N. A. H. Barlow, 1E. Butler, tE. A. Clegg, G. F. Cobb, 
+F. G. L. Dawson, *J. H. C. Eglington, J. H. Ewen, tG. H. Fitz- 
Gerald, *E. 8S. Gouda, *F. J. Harrington, J. M. Hughes, W. 
Kilroe, J. Macadam, *A. N. MeMillan, tR. Moser, *G. V. 
Richards, tA. H. Samy, J. A. A. P. Scott, +E. W. Terry, 1H. G. 
Watters, tH. M. Wharry. 

* Passed in Part I only. + Passedin PartIIonly. _ 
rt III, Elementary Biology.—W. J. McB. Allan, L. E. Clare- 
piel fr 8. 'E. = Daab; L. H. Dardier, J. A. Hill, H. Morris- 
Jones, R. M. Sidgwick, F. E. Smith, E. A. Tomes. 

‘ecoND COLLEGE (Anatomy and Physiology).—A. Z. Abushady, 
D. R. Alexander, P. W. L. Andrew, M. Bayumi, P. H. Burtor, 
S. F. Chellappah, F. B. Chenoy, T. L. Chiplonkar, G. BE. Chissell, 
J. W. Clayton, W. L. C:ckcroft, T. W. David, J. K. Davies, 
A. K. Day-Lewis, H. H. Fisk, E. D. Granger, E. A. T. Green, 
J. A. Gregory, H. J. Grimshaw, Dorothy M. Henty, H. ¥. T. 
Hogben, C. O. Hudson, W. B. Jepson, N. E. Kendall, L. G. 
Le Blane, J 8. Leslie, E. D. Lindow, H. G. Ludolf, J. McDonnell, 
O. 8. Martin, G. S. Mitchell, S. G. Moftah, A. D. Morris. N. R. 
Nalliah, L. D. Phillips, W. L. E. Reynolds, H. D. Pickles, J. D. 
Rutherford, N. A. Scott, J. H. Sewart, R. F. Sturridge, | ae ot 
Thomas, *,; M. Townsend, A. R. Upton, H. Vicker~: R. H. 


Williams. 





CONJOINT BOARD IN SCOTLAND. : 
THE following candidates have been approved at the examina- 
tion indicated : 
_P.H. (Both Parts) —E. L. Middleton. Alexandra B. MacCallum, 
” 3 D. ibarate, J.C. MacCallum, D. JaiChand, W. G. Macdonald, 
Kate Fraser, Jane H. McIlroy, G. C. Strathairn, D. C. Adam, 
A. J. Ewing, G. V. T. McMichael, P. Allen. 


Medico- Legal. 


WORKMEN’S COMPENSATION. 
Massage Refused. d 

IN Winger v. Baker (heard at Bristol, June 29th) the applicant 
alleged that on June 16th, 1911, while working for the 
respondent, a piece of copper wire ran into his right Imee, 
totally incapacitating him frem work, and that it was im- 
possible to estimate the durauon of the period of incapacity. 
His average weekly earnings were 35s. 9d., and compensation 
at the rate of 17s. 103d. had been paid until March 30th, 1912. 
The insurance company declined to continue compensation on 
the ground that the applicant would not submit to a course of 
massige treatment recommende by its doctors. The three 
doctors who had examined him for the insurance company all 
recommended massage treatment, but,.as his own doctor was 
averse to that treatment, he declined to undergo if. 

His Honour, in giving judgement, said that he could not say 
thatthe applicant had been unreasonable in refusing to have 
massage, and there must therefore be an award for the applicant 
with costs. 











A Medical Assessor’s Report. : 

In a case recently heard on appeal in the Court of Session, 
Kdinburgh, the Division found that it was competent for the 
melica! assessor sitting with the sheriff to examine the work- 
man and report on his condition, and that the sheriff was 
entitled to take into consideration the medical assessor’s report 
as to the workman’s condition. ; 

Lord Kinnear said the question.in the case must be deter- 
mined according to the specific statement before them. As the 
case was stated, he thought the sheriff was right in the way in 
which he disposed of it. His lordship did not think it was 
necessary to lay down any general rule as to the circumstances 
under which-an expert assessor might examine a workman for 
himself, because the material point in this case was that the 
examination’ of the workman was made of consent. It was 
said that it was irregular for the assessor to report to the sheriff 
in the. manner he did, and that it amounted to putting the 
assessor in the position of an expert witness without sub- 
mitting himself to cross-examination and without taking an 
oath. It was argued that tbe sheriff had confused two entirely 
different things,-and put the assessor in the position of a 
referee, to whom he had remitted for report. His lordship 

thought that was a confusion which did not affect the sheriff, 
but affected the appellant’s argument. The assessor was not 
bound to submit his opinion to the cross-examination of the 
agents for either. party. His opinion was to be formed and 


ccmmuinicated to the court for the guidance of the court... His 





lordship though t that what was done in the whole matter was 
absolutely reasonable and proper, and that the sheriff could not 
have refused to allow his mind to be influenced by what the 
assessor told him without a denial of justice. Lords Johnston 
and Mackenzie concurred. 


Three Cases of Blood Poisoning. 

In Byecroft v. Oscar Asche, the claimant was a super in the 
Garrick Theatre, London. He claimed compensation for blood 
poisoning due to a scratch on the leg, which had got poisoned 
by make-up paint. On the evidence the judge was satisfied that 
the blood poisoning arose from an accident arising out of and in 
the course of the employment, and awarded compensation. 


In Thompsen v. Fairfield Company, recently decided in 
Scotland, the decision was that the claimant failed to establish 
that blood poisoning from which he was suffering was due to an 
accident of the employment. Blood poisoning could arise in 
many ways, and it was held that it lay on the claimant to 
establish affirmatively that in his case. it was due to accident. 
The claimant had given two different accounts of his accident, 
and had assigned two or three different dates to it. Accordingly 
he failed to make out bis case. 


In Broadhurst v. Andrew Knowles and Company (Salford) the 
question was whether a miner who died from blood poisoning 
was the victim of an accident. He was working at the face 
when one of his feet was scratched by a piece of coal which had 
got into one of his clogs, with the result that blood poisoning 
supervened. 

The defence raised was that there was no evideace that the 
blood poisoning was due to coal, and Dr. Westmacott, in 
support of this, declared that coal from: the mine face. was 
absolutely sterile. The claimant stated that it was a common 
thing for colliers to get coal into their faces and other expose:t 
parts, and that. blood poisoning frequently followed. A ferther 
contention of the employers was that the incapacity might 
have been set up by dust accumulating in the clog and causing 
subcutaneous irritation, in which event the colliery owners 
would not be liable, as it could not be regarded as an accident, 
and blood poisoning was not an industrial disease. 

The judge said that insome mines he knew the coal was any- 
thing but sterile. The case was a very difficult one, especialiy 
as no coal had been found in the foot, but -he considered that 
the benefit of what doubt existed in his mind should be given 
to the miner,.and he assessed the compensation at 13s. 24d. per 
week during tie period of incapacity. 


Medical Netus. 


THE winter session of the Royal Microscopical Socicty 
will be opened by .a conversazione which will-be-held aé 
King’s College, Strand, on Wednesday evening next. 


THE winter session of the Otological Section of tha 
Royal Society of Medicine will be opened next Friday by 
Dr. Dundas Grant in a presidential address entitled 
‘‘ Watter and Methods.”’ 


A PROVINCIAL sessional meeting of the Royal Sanitary 
Institute will be held at Alton on Octol>r 26th, when Dr. 
R. A. Lyster, County Medical Officer, Hampshire, will open 
a discussion on housing problems in county areas. 











THE Society of Tropical Medicine and Hygiene is to 
hold its first meeting for the winter session at 8.30 p.m. 
next Friday, when its president, Sir William Leishman, 
F.R.S., will introduce a discussion on the etiolozy of 
blackwater fever. 


THE series of post-graduate demonstrations will he 
resumed at the Manchester Royal Infirmary next wee. 
These demonstrations are open free of charge to a'l 
qualified practitioners, and are held at 4.30 p.m. on Tues- 
day and Friday. The clinics on: Tuesdays will be on 
medical subjects, and on Fridays on surgical subjects. 


THE annual festival service of the Midland Countics 
Ward of the Guild of St. Luke is fixed for Tuesday, 
October 22nd, at 4.45 p.m., in Christ Church Cathedral, 
Oxford, when the sermon will be delivered by Canon 
Scott Holland. All medical practitioners are cordially 
invited. Further information can “be obtained from the 
Honorary Secretary, Dr. W. T. Elliott, 65, Temple Row, 
Birmingham. 

A MEMORIAL of the late Dr. T. D. Savill has been 
founded. It consists of.a yearly prize of £5 and a silver 
medal. The first award of the prize will be made in July, 
1913, to that student, of either sex, at the West End Hos- 
pital for Nervous Diseases, who passes the best viva voce 
examination in diseases of the nervous systein, in addition 
to writing ‘a thesis on a subject approved by the examiners. 
Further particulars may be obtained from the secretary 
of the hospital, 73, Welbeck Street, W. A triennial lecture, 
to be called by the name of Dr: Savill. will also be delivered 
at the hospital. .... a - 2, 
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Ketters, Notes, and Ansivers. 


AvurTHors desiring reprints of their articles published in the BRITISH 
MEDICAL JOURNAL are: requ to communicate with the Office, 
429, Strand, W.C., on receipt of.proof. 

ORIGINAL ARTICLES and LETTERS forwasded for publication are 
understood to be offered to the BriTIsH MEDICAL JoURNALalone wnless 
the contrary be stated. 

Communications respecting Editorial matters should be addressed to 
the Editor, 429, Strand, London, W.C.; those concerning business 
matters, advertisements, non-delivery of the JouRNAL, etc., should 
be addressed to the Office, 429, Strand, London, W.C. 

MANUSCRIPTS FORWARDED TO THE OFFICE OF THIS JOURNAL CANNOT 
UNDER ANY CIRCUMSTANCES BE RETURNED. 

TELEGRAPHIC ADDRESS.—The telegraphic address of the EDITOR of 
the Britisn MepicaL Jounnat is Attiology, Westrand, London. The 
telegraphic address of the BRITISH MEDICAL JOURNAL is Articulate, 
Westrand, London. 

TELEPHONE (National) :— 

2631, Gerrard, EDITOR, BRITISH MEDICAL JOURNAL. 
2630, Gerrard, BRITISH MEDICAL ASSOCIATION. 
2634, Gerrard, MEDICAL SECRETARY. 








R=" Queries, answers, and communications relating to subjects 
to which special departments of the BRITISH MEDICAL JOURNAL 
are devoted will be found under their respective headings. 


QUERIES. 


W. H. M. would be grateful to hear any one’s experience of 
small doses of stout for an infant who is in danger of 
marasmus owing to indigestion. 


A MEDICAL MAN in North London desires to hear of a small 
school or institution where a boy of 12 suffering from petit 
mal and with weak morals would have strict supervision and 
a good education for a moderate charge. 


SuGNA would like to know the best form of treatment (medical 
or surgical) (1) of cyst of the thyroid gland about the size of a 
hen’s egg accompanied by the symptoms of exophthalmic 
goitre. (2) Post-diphtherial paralysis of the throat in a child 
aged 14 years. 

J. H. desires information as to the significance of wasting of 
muscle between thumb and forefinger (abductor indicis). The 
patient, aged 56, is healthy and his muscles well developed. 

e resided in China for twenty years. He noticed a month 
ago that this part of the right hand was wasting. He thinks 
the fingers are’slightly stiff but is able to use the hand in 
writing, etc. * 





' ANSWERS. 


Dr. S. DONALDSON (Johannesburg) writes: In reply. to 
‘‘Pubercle’? (BRITISH MEDICAL JOURNAL, August 17th) 
I think the climate in the immediate vicinity of 
Johannesburg (avoiding the town itself) would suit the 
case in question provided the disease has not progressed 
to a great extent and is now. inactive. Johannesburg 
(5,760 ft.) stands on a ridge running due east for about 
sixty miles and west fot about’ thirty miles. Any district 
on this ridge would, I think, prove suitable. Climate is 
excellent and not sd em to extremes of temperature 
prevailing forty miles north and south where there is a more 
or less sudden drop of altitude of 1,000 ft., such as Pretoria 
and Vereeniging. Dust is prevaient more or less all over the 
country, but does not seem to be a matter of such vast im- 
portance as hitherto considered to be so long as the busy 
centres of Johannesburg are avoided. Other suitable districts 
would be the North-East of the Orange River Colony, Bethle- 
hem and Harrismith in particular, and also the North-West 
corner of Natal, such as Nottingham Road. Healthy cardio- 
vascular and digestive systems are very desirable in cases 
sent to this country. I will be very glad to give ‘‘Tubercle”’ 
any further information or help desired. 


TENDER HEELS. 

Dr. DovuGLas MAcponaGH (I.ondon, W.) writes in reply to 
“T. H.” (September 28th): I would suggest simply strapping 
with rather thin self-adhesive plasters (Johnson or 
Mead’s), -I have been successful in several similar cases in 
giving almost immediate relief by this simple device. Drug 
applications are tedious and disappointing in these cases. 





_LETTERS, NOTES, ETC. 


A GENEROUS ACT. 

Dr. J. CHARLES, Honorary Secretary of the Consett Division 

(Stanley, 8.0., co. Durham) writes: An act of generous kind- 

_ ness towards the poor dependants of a deceased colleague is 

always worth recording in the pages of a medical journal, 

and when the action in question is done by an insurance 

company, who as a body seldom mix philanthropy with 

business, it is deserving of being remembered in their 
favour. 

In the late summer of this year Dr. Pretsell, of Annfield 
Plain, co. Durham, met his death by a cycle accident a few 
miles from his home, and his wife and family were bereft at 
once of their only protector and bread-winner. 





As is often the case when a medical man dies in harness, 
it was found after Dr. Pretsell’s death that his widow and 
family (seven in number) had been left in very poor circum- 
stances, the deceased having been unable to save or even to 
make provision for his dependants by life insurance. He 
possessed, it appears, a copy of Messrs. Scott and Bowne’s 
Doctor’s Diary, presented to the members of the medical 
profession each year by the proprietors of the well known 
** Scott’s Emylsion,’’ but had omitted to use it, and, what is 
more regrettable, to sign the £500 accident insurance coupon 
which it contained, so that it was of no value to the widow as 
a legal title, and she entertained no expectations from that 
source. 7 

She was more than surprised, therefore, when I handed hex 
the other day a cheque for £50, which had been forwarded to 
‘me by the insurance company whose name appeared on the 
coupon (the Ocean Accident and Guarantee Corporation, 
Ltd.) on behalf of the widow as an ex gratia payment, in view 
of the necessitous circumstances of herself and family. The 
gift was as generous as it was unexpected, and will be of great 
assistance to the widow in procuring some means of earning 
a livelihood. : 

It is to be hoped this act of kindness to the needy 
dependants of a deosased colleague will receive from the 
profession the appreciation it deserves. 


DEATH .SOON AFTER THE USE OF DIPHTHERIA ANTITOXIN. 

Dr. 8S. J. Ross (Bedford) writes: The case recorded by Dr. Pain 
in the JOURNAL of September 28th is of very great interest. 
It appears to me to be a case of ‘serum disease,’’ due to 
anaphylaxis and hypersensitiveness. Wolff-Hisner in 1904 
thus described the severe form of the disease: ‘‘ After a short 
incubation period, often. lasting but a few minutes, a severe 
dyspnoea follows abruptly, similar to that following air 
embolus.’’ Death sometimes occurs after a few moments 
with tonic-clonic convulsions. In other cases dyspnoea is 
transitory. Again, we are told that after the initial injection 
severe general symptoms. are rare, yet there are cases where 
the patient died in from ten to fifteen minutes.after the injec- 
tion. The mucosa of the pharynx and larynx becomes 
swollen. -Death ensues from paralysis of the respiratory 
organs. ‘Evidence of fatal cases of serum disease has 
been adduced by American and German bacteriologists. 
Doubtless some fatalities have been ascribed to the disease 
for which the serum has been injected, which were in reality 
instances of serum disease. It behoves us to follow Weaver’s 
suggestion. that a small initial dose of serum should be 
injected to see whether general symptoms arise. 


INTERMITTENT SWELLING OF THE PAROTID. 

Dr. THOS. BODLEY. SCOTT (Bournemouth) writes: The JOURNAL 
of August 10th last contained an article on intermittent 
swelling of the parotid gland, no doubt -a rare complaint and 
one that has hitherto not responded to treatment. A lady 
consulted me three months ago who had been suffering 
from this trouble for many years. She told me of all the 
treatments, internal and external, that had been tried without 
any success. Remembering the correlation that there is 
between the parotid and the testicle, I gave her Burroughs and 
Wellcome’s didymin tablets, 5 grains, three times daily. She 
has taken them now steadily for three months, and she says 
she is cured. At any rate, all pain and swelling went in a 
week, and she has had no recurrence. Time alone can show 
whether the improvement will last. The treatment is quite 
safe, and produces no unpleasant symptoms. Didymin is 
distinctly a tonic to the nervous system, and, unlike other 
gland extracts, has no effect on arterial tension. I hope some 
of your readers will try this treatment when they get the 
opportunity. 


. JAMAICA AS A HEALTH RESORT. 


Dr. J. MACNAMARA (Kensington, W.) writes to corroborate 


“Toronto Graduate’s’’ account of Jamaica as a health resort. 
I was (he says) there last autumn, and I have no hesitation in 
saying that Jamaica is one of the loveliest islands in the 
world. The lowlands are not good to live in, and Kingston 
has not recovered from the earthquake. But the mountains 
are glorious; their climate is perfect, and their beauty defies 
description. The leading public man in one of the mountain 
resorts is a doctor who went there in an advanced stage of 
tubercle of the lung. In the estimation of his friends he went 
there todie. He is now in robust health, and one of the most 
valuable lives in the island. 
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